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COUNCIL ACCEPTANCE 


o o 
Pyri benza MEME now has been formally accepted 
by the A.M.A. Council on Pharmacy and Chemistry. A report to the 


Council on anti-histaminic agents was written by S. M. Feinberg, M.D., 
in the November 23, 1946 issue of the J.A.M.A. Pyribenzamine was 
found to be highly effective, and produces relatively few side effects. 
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TAFT-BALL-SMITH-DONNELL 
HEALTH BILL OF 1947 


The 1947 revised “Taft Health Bill” was in- 
troduced into Congress on February 10. Many 
favorable improvements are found in S.545 which 
embodies suggestions made during the past year 
by members of the medical, hospital and dental 
professions. The principal changes are as follows: 


1. The appointment of a Director for the Office 
of Medical and Hospital Care Service, who 
must be an M.D. 


2. An appropriation of 3 million dollars for 
grants in aid to states for surveys of medical 
and hospital care needs. 


3. An appropriation of one million dollars as 
grants in aid to the States for dental care 
survey. The survey appropriations are based 
on a matching formula for reimbursement to 
States similar to the plan in the Hospital 
Construction Act of 1946. 


4. The elimination of the possibility of the 
U. S. Public Health Service taking over the 
program. Public Health Service is established 
as one of the offices of the National Health 
Agency. 

5. An appropriation of 10 million dollars to 
Public Health Service for cancer research, 
control and preventive study, for grants in 
aid to the States. 


6. Funds for the program shall be made avail- 
able and deposited with the Secretary of the 
Treasury at the beginning of each fiscal year. 
This will eliminate the practice of spending 
money not yet available from taxing sources. 

7. The creation of an independent agency of 
government for health with the director re- 
sponsible only to the President and Congress. 


Nearly $7,000,000 for Michigan 


A payroll deduction from federal employes for 
medical-hospital care services would be allowed 
under the Taft Health Bill of 1947—a provision 
of extreme interest to voluntary health plan such 
as Michigan Medical-Michigan Hospital Services. 

The proposed annual allocation to Michigan in 
accordance with the matching provisions of $.545 
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You and Your Business 


is $6,977,000 on the basis of the total yearly allo- 
cation of $200,000,000. 


Consolidation of Health Agencies 


The following agencies are transferred to or 
incorporated in the National Health Agency: 


Public Health Service 

St. Elizabeths Hospital 

Food and Drug Administration 

Children’s Bureau concerned with the administration 
of Title V Part 1-2 of the Social Security Act 

Division of Health Studies in the Bureau of Re- 
search and Statistics of the Social Security Ad- 
ministration 

Office of Medical and Hospital Care Service 

Office of Dental Care Service 

Office of Maternal and Child Health 

Office of Health Statistics 





eee se CITA LI EL CRA ee 


SEND YOUR STATEMENT—IN DUPLICATE 


The statutory provisions of the Crippled Chil- 
dren’s Act and the Afflicted Children’s Act require 
that payment shall not be made by the Michigan 
Crippled Children Commission for services if 
billing is delayed over 60 days from date of dis- 
charge of the patient. Inasmuch as the physician’s 
services are billed through the hospital, it must be 
the responsibility of the physician to see that the 
hospital properly submits his billing to the Com- 
mission. 

The Michigan Crippled Children Commission 
recommends that the physician prepare a state- 
ment of his services in duplicate at the end of each 
month, sending one copy to the hospital and one 
copy to the Commission. This suggestion is made 
in order to protect the physician in the event that 
the hospital should fail to bill for his services 
within the time specified according to Statutory 
provisions, or should bill for a lesser amount than 
that set forth in the MCCC Schedules of fees 


for professional services. 





MICHIGAN’S RHEUMATIC FEVER 
DIAGNOSTIC CENTERS 


Rheumatic Fever Diagnostic Centers have been 
established by the Michigan State Medical Society 
in 10 areas covering the entire state of Michigan. 
This unique program of aid to the doctor of medi- 
cine in diagnosing the Number One killer of 

(Continued on Page 392) 
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F. C. Jacob Henle 















—S=———=_ YFFlOO~w ey (1809-1885) 
SS + Mi 
r SS proved it in Minute Anatomy 


The experience gained from 
hundreds of dissections was 
the basis for Henle’s many dis- 
coveries—the tubules of the kid- 
, ney, the muscular coat of the 
=> a ie ee arteries, the epithelial cover- 
See ings of the surfaces of the body, 
the minute anatomy of the eye 
and of various brain structures. 
Henle’s brilliant work proved— 
experience is the best teacher. 
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T. IIE wartime cigarette shortage was a real experience to smokers. Whether 
they intended to or not, people found themselves smoking many different 
brands, learning by actual experience the differences in cigarette quality. 

The result of all these comparisons was the biggest demand for Camels 
in history. And today more people are smoking Camels than ever before. 
But, no matter how great the demand: 

We don’t tamper with Camel quality. Only choice tobaccos, properly aged, 
and blended in the time-honored Camel way, are used in Camels, 












According to a recent Nationwide survey: 


More Doctors 
SMOKE CAMELS 


than any other cigarette 
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YOU AND YOUR BUSINESS 


MICHIGAN’S RHEUMATIC FEVER 
DIAGNOSTIC CENTERS 

(Continued from Page 390) 
children is sponsored by the Michigan State Medi- 
cal Society in co-operation with the Michigan 
Society for Crippled Children and Disabled Adults 
and the Michigan Crippled Children Commission. 


Active centers are in operation in the following 
communities: 
Ann Arbor—H. H. Riecker, M.D., Chairman 
Bay City—L. Fernald Foster, M.D., Chairman 
Grand Rapids—Leon DeVel, M.D., Chairman 
Kalamazoo—H. S. Heersma, M.D., Chairman 
Lansing—Horace French, M.D., Chairman 
Marquette—M. Cooperstock, M.D., Chairman 
Traverse City—Mark Osterlin, M.D., Chairman. 
Centers now preparing for early operation in- 
clude: 
Flint—M. S. Chamber, M.D., Chairman 


Jackson—Frank Van Schoick, M.D., Chairman 
Detroit—Norman E. Clarke, M.D., Chairman 


SOME BENEFITS OF MEMBERSHIP 
IN THE MICHIGAN STATE 
MEDICAL SOCIETY 


....Professional 





seneclencecae Educational 
ee, ek Economic 


niesiticisenndiaeaanaianialae Sociologic 


1. A position of social responsibility in the com- 
munity—the trust and opportunity of the 
medical profession to assume leadership in all 
medical matters. 


2. Your common interests safeguarded through 
the vigilant work of democratically selected 
officers and committeemen who are men of 
your own kind (a) who know your problems 
and those of your patients; (b) who serve 
generously without compensation; (c) who 
need and ask for your co-operation and ad- 
vice. 

3. Maintenance and constant improvement of 
standards of medical practice for the protec- 
tion of patients. 


4. Protection against state and national legisla- 
tion inimical to public interests and advance- 
ment of medical science; constructive efforts 
to initiate beneficial health measures; im- 
portant contacts to effect the proper adminis- 
tration of existing laws. 

5. Information and technical advice in medical 
legal matters. 


6. Defense of your profession and your source of 
livelihood against encroachments from with- 
out. 


7. Authentic information to an inquiring public 


regarding good medical service and the stand- 
ing of practitioners. 

8. A monthly Journal of high quality with the 
latest scientific literature, and general infor- 
mation important to you. 


9. Personal service of your Executive Office in 
Lansing in matters associated with your prac- 
tice of medicine. 


10. Your medical societies act as sales ambassa- 
dor of the medical profession in your com- 
munity and the State. 


The returns you receive from membership in 
the Michigan State Medical Society are almost 
unlimited. 


Your destiny is intimately related to the suc- 


cess of your county, state and national medical 
organizations. 





YOUR PHOTOGRAPH, DOCTOR! 


Joseph Merante, Jr., portrait photographer, 475 
Fifth Avenue, New York, will visit Michigan be- 
ginning May 1 to take photographs of all mem- 
bers of the Michigan State Medical Society, for 
the purpose of building up the portrait album in 
the Executive Office of the Michigan State Medi- 
cal Society. Without any obligation to the in- 
dividual member or to the Michigan State Medi- 
cal Society, Mr. Merante has agreed to furnish a 
glossy print of the portrait of every member of 
the State Society who sits for a photograph. The 
co-operation of the membership is invited. It is 
hoped that through this arrangement, the archives 
of the Michigan State Medical Society will in- 
clude a photograph of every member. 





WAGNER-MURRAY-DINGELL 
SOCIALIZED MEDICINE 


Senator Wagner announced in the Detroit Free Press, 
Sunday, February 16, 1947, that he was about ready to 
introduce in Congress his newest Wagner-Murray-Dingell 
Bill. He was very unspecific as to what the bill would 
contain, but has had much experience in rewriting the 
bill, and should come up with a brand new version, and 
one which would be much more sugar-coated than any 
former attempt. 

We are waiting for this newest version of what its 
author without doubt will claim is NOT SOCIALIZED 
MEDICINE. Knowing the past, we know what to ex- 
pect. 

In Hawaii on January 22, 1947, a series of articles in 
the Honolulu Advertiser reported a plan for compulsory 
hospital insurance as the result of work of the Hospita! 
Service Study Commission. The scheme will be avaiil- 
able to all persons of income up to $5,000, about 81) 


(Continued on Page 404) 
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FREE: HUMAN INTEREST 
GOOD POSTURE CHART in 
full color 18x24” designed 
for physicians’ offices, clin- 
ics and health centers. One 
in a standard series widely 
distributed in schools, col- 
leges, industrial plants, 
“Y's'’ and similar outlets. 
Write for your office copy 
of this educational chart on 
your professional letterhead 
to SAMUEL HIGBY CAMP 
INSTITUTE FOR BETTER 
POSTURE, EMPIRE STATE 
BLDG., NEW YORK 1,N. Y. 















Be SO ai Rn Eas sede 


GOOD PostuRE t 








Mica Fr 






GOOD BODY MECHANICS AIDS PHYSICAL BPFICIENCY 


cagnp TIATIUIAL POSTURE WCth woes 


In its ninth year, National Posture Week shown in practical cooperation and volumi- 
continues its sound ethical program of focus- nous correspondence that they approve the 
ing the attention of the country on the sig- | methods of National Posture Week and its 
nificance of Good Posture as an important year-round program. 

element in good health and physical fitness. 








It is our hope that our current campaign will 
Distribution of authentic literature through | again merit the approval and cooperation of 
schools, colleges, medical and government — the medical profession. 


bodies; and industrial, professional and civic ees 
blic health groups is an important part of S. H. CAMP & COMPANY, jecksen, Michigans 
= oy P P World’s Largest Manufacturers of Scientific Supports 


the program. Physicians, educators and lay Cities le Mee Vek « Cie 
groups in the field of public health have Windsor, Ontario e London, England 





These two heavily illustrated 16 page booklets on 
FREE: posture prepared especially for distribution by 

physicians to their patients. Their titles are: ‘“The 
Human Back... its relationship to Posture and Health’ and 
“Blue Prints for Body Balance.’’ Ask for the quantity you 
need on your professional letterhead. THE SAMUEL HIGBY 
CAMP INSTITUTE FOR BETTER POSTURE, Empire State 
Bldg., New York 1, N. Y. Founded by S. H. Camp & Com- 
pany, Jackson, Mich. 
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Social Security legislation is the most important 
of all legislation. In the past, employers have not 
had to be too concerned about federal schemes 
for control of unemployment compensation as the 
various state unemployment compensation agencies 
and their administrators have been very effective 
in preserving “states rights.” However, no such 
forces are at work in the field of social security 
generally. If we are to prevent the establishment 
of a unified national social security system promis- 
ing protection for all of the misfortunes of the 
American population from the cradle to the grave, 


the public must be aroused to the dangers in such 
a system. 


Nothing really new looms ahead for 1947; the 
proposals will be largely a repetition of efforts put 
forth last year and the years before to pass legis- 
lation providing cradle-to-grave social security 
program. 


These proposals will undoubtedly include: 


1. Extension of Social Security coverage to 
everyone, including federal, state, county, 
city employes; employes of religious, chari- 
table and _ educational self- 
employed, et cetera. 


organizations, 


2. Liberalization of benefits of Social Security 
program extending minimum and maximum 
payments, et cetera. 


3. Attempt to eliminate experience rating in un- 
employment compensation tax and make flat 
rate of at least 3 per cent. Present over-all 
rate in about .8 of 1 per cent, based on ex- 
perience rating earned by employer. 

4. Change basis of granting public assistance to 
State from matching 50/50 to variable grant 
system which would be based on income and 
wealth of respective states—the poorer states 
receiving more federal aid. 

5. Elimination of state unemployment compen- 
sation system in favor of a federal system. 


6. Tax rate of social security for 1948 will go 
to 2.5 per cent if it is not set lower by Con- 
gress in 1947. Effort should be expended to 
freeze this tax to 1 per cent permanently or 
put program on pay-as-you-go plan, paying 
in 1948 only amount expended from reserves 
in 1947, and so on. Reserve is now 7.5 bil- 
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lion—fourteen times more than required. 
Income at 1 per cent is 1.5 billion per year— 
disbursements are about 200 million per year. 
Absolutely no need exists for an increase in 
rate. 


A Choice Must Be Made 


We must choose between (1) a powerful so- 
cialized paternalistic central or Federal govern- 
ment compelling the thrifty and ambitious work- 
ing half of our population to support the other 
half in idleness at a standard of living they might 
have if they too were thrifty, ambitious and work- 
ing; (2) or preserving the traditional American 
way of opportunity for employment and success 
for those who are willing to work. We must re- 
tain the capitalist system, the profit motive, the 
right of a man or woman to be rewarded for 
energy, initiative, imagination, daring, the charac- 
ter to save, and the courage to invest. 





STOP—LOOK—LISTEN 


STOP telling the patient there is nothing “wrong with 
him but nerves—Don’t say: Go home and forget it. 
LOOK for the facts as the patient sees them. 
LISTEN attentively to patient’s story. 
* * * 


Fear is an emotion arising from lack of security. It 
may or may not manifest itself in some disguised way. 
* * # 


A sense of humor is a good thing, but trying to be a 
professional funny-man soon makes people tire of you. 
* * * 


Shock treatments are only part of the treatment of 
some who are mentally ill. They should be given only 
to carefully selected cases in association with and fol- 
lowed by appropriate psychotherapy. 


* * * 


Whether or not you are in doubt about organic dis- 
ease, do not forget to search the personality of the pa- 
tient. 

* * * 


The neurasthenoid person is a moral masochist—train 

him to think of his successes, not his failures. 
* * ” 

Intelligence and emotions do not parallel each other. 
You can have an I.Q. of 125 and still be an emotional 
moron. 

* * * 

Few people are hurt by overwork. More are injured 

by what they do and think when they are not working. 


MSMS Mental Hygiene Committe. 
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3 advantages... 


1 “p remarin” ... Effective when given by mouth 
2“Premarin” .. -Rarely produces unpleasant side reactions 
3 “Premarin” ... Highly potent 


“Premarin” provides an effective medium for the management of the menopausal patient. 
Prompt alleviation of distressing symptoms with comparative freedom from untoward effects 
may usually be anticipated with this conveniently-administered natural estrogen. To these 
advantages may be added the emotional uplift which is frequently reported following therapy 
and is invariably described by the patient as a feeling of well-being...therapy with a “plus.” 


The average suggested dosage is 1.25 mg. to 3.75 mg. daily. Once symptoms have subsided, 
dosage may be gradually reduced to a maintenance level of 0.625 mg. daily or less. 


“Premarin” is available as follows: 


Tablets of 1.25 mg. in bottles of 20, 100 and 1000. 


Tablets of 0.625 mg. in bottles of 100 and 1000. 
Liquid containing 0.625 mg. per 4 cc. (one teaspoonful) in bottles of 120 ec. 


CONJUGATED ESTROGENS 
(equine) 


AYERST, McKENNA & HARRISON Limited 


22 EAST 40TH STREET, NEW YORK 16, N.Y, 
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Athletic Accident Benefit Plan — Michigan High Schoo! 
Athletic Association 


By Charles E. Forsythe 
State Director of High School Athletics 


N PRESENTING this discussion of the Athletic Ac- 

cident Benefit Plan of the Michigan High School 
Athletic Association, I immediately want to make it clear 
that I am neither an authority on medical treatment 
of injuries which may be received in athletics, nor an 
insurance statistician. Rather, my purpose in present- 
ing this subject here at the request of your Executive 
Committee is to acquaint the members of the medical 
profession with the Benefit Plan which has been devel- 
oped in Michigan as an aid to schools in the conduct 
of their interscholastic, intramural, and physical educa- 
tion programs. 

In 1939 our Association contacted the insurance com- 
panies doing business in this state which wrote accident 
and casualty insurance to ascertain whether or not any 
of them were interested in the type of coverage for some 
of the more common accidents which occurred in ac- 
tivities of this kind. The answer from all of them was 
that they had no experience on which to base such a 
coverage and could offer no aid at that time. Because 
many school men of the state were interested in some 
program of this type we canvassed the country to see 
what plans, if any, were in effect in other states and as 
a result of the study made, the Benefit Plan now in 
effect in Michigan was established in September, 1940. 


General Types of Benefit Plans 


There are essentially three general types of benefit 
plans which are operating in various sections of the 
country. Wisconsin was the pioneer in this development 
and set up the first state association-operated benefit 
plan in the United States in 1930. It provides for the 
payment of one fee for a registered student which covers 
him in all sports and physical education activities in 
which he engages in the school. All dealings are directly 
with the school itself, rather than with the student, 
physician, or dentist involved. The Wisconsin plan has 
been the basis for a large majority of the twenty-six 
state high school athletic associations which now operate 
athletic accident benefit plans. 

In New York and California a different scheme has 
been set up. It provides for an individual sport regis- 
tration plan, i.e., a student is covered for football for a 
definite fee and basketball for additional fee, et cetera. 
In those two states especially, the State Workmen’s 
Compensation schedule of fees has been used as the basis 
for accident payments. In that connection may I say 
that the student registration fees in those states are 
somewhat higher than those in other states which have 
set up their own schedules. 

The third plan in operation in a few states is an ar- 





Presented at the Annual County Secretaries and Public Relations 
amg of the Michigan State Medical Society, Detroit, Feb- 


a 
ant fe. Forsyte i is secretary-treasurer of the Athletic Accident Bene- 


396 


rangement entered into by the high school associations 
with regular insurance companies which in turn handle 
the details relative to registration of students and pay- 
ment of claims. In those cases it is a regular insurance 
procedure and dealings are directly with the insured. 
In Iowa a regularly incorporated Iowa High School 
Insurance Company has been formed which in reality 
is the State Athletic Association itself. 


The Michigan Plan 


As indicated above the various plans in effect in 
other states were considered before that in Michigan 
was established. As also indicated we took the essentials 
of the Wisconsin plan and set up the organization in 
Michigan upon the advice and approval of the State 
Insurance Commission and the Attorney General. We 
have definitely been designated as 
surance business.” Our State Association announced to 
schools that, by the payment of a school membership 
fee varying from $3.00 to $15.00, depending on the size 
of the school, and for a student registration fee of 
$1.75 for all sports or $1.00 for all sports except foot- 
ball, it would attempt to meet an established schedule 
for injuries incurred which virtually was that used in 
Wisconsin for several years. At the outset, it was pointed 
out that the Benefit Plan in Michigan simply was an aid 
to schools in the conduct of their interscholastic, in- 
tramural, and physical education program. All dealings 
were to be directly between the Benefit Plan and the 
school itself; none was to be carried on between Benefit 
Plan and the individual student or the attending phy- 
sician or dentist. No guarantee was or ever has been 
made that all scheduled benefits could be paid in full 
but schools were assured that they would receive as 
much of the scheduled allowances as possible after costs 
of administering the Plan were deducted. An arrange- 
ment also was incorporated in the Michigan Plan to 
provide that non-scheduled injuries might be reported 
and would receive consideration for at least partial pay- 
ment at the close of the school year after the regularly 
scheduled benefits had been paid in full, provided funds 
were available. During the six years of operation of the 
Plan an average of $4,000 per year has been paid to 
member schools for non-scheduled injuries because, dur- 
ing each year, all regularly scheduled benefits have been 
paid in full. 


“not being in the in- 


I desire to make it clear that the schedule of benefits 
as established by the Athletic Accident Benefit Plan is 
in no way a dictation to the medical or dental profes- 
sion as to their charges for professional services rendered. 
Rather it is an indication of the amount we are able 
to reimburse schools in connection with injuries which 
may be received by their registered students. The fact 


(Continued on Page 398) 
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(Continued from Page 396) 


that last year the Benefit Plan paid back to schools ap- 
proximately 88 per cent of their total membership and 
student registration fees indicates that the schedules as 
established are essentially all that can be allowed in 
proportion to the amounts now being paid by them for 
Benefit Plan coverage. In some instances physicians 
and dentists have felt that it wasn’t the prerogative of 
the Benefit Plan to set the fees they should charge. I 
want to dispel any idea that the fees we have set up 
were established with that purpose in mind. 


Growth of the Benefit Plan 


During the 1940-41 school year, the first of operation 
of the Benefit Plan, there were 328 member schools with 
9,975 registered students. Each year there have been 
increased school memberships and student registrations 
until at the present time (January 31, 1947) there are 
611 member schools and 25,612 registered students. 
During the approximately six and one-half years (Sep- 
tember 1, 1940—January 31, 1947) of operation of the 
Benefit Plan in Michigan a total of 6,942 claims have 
been paid for an aggregate of $107,364.21. At present 
there are forty-five scheduled benefits which deal largely 
with fractures, X-Rays, sutures, hospitalization, and 
concussions as well as dental injuries. Each year an 
upward revision of scheduled benefits has been effected 
because there has been no disposition on the part of the 
Benefit Plan to accumulate other than a reasonable re- 
serve to maintain itself in normal opevation of the Plan. 


Benefit Plan Procedure 


Undoubtedly, many of the members of the medical 
profession in attendance at this conference have had 
some experience in the procedures followed when an 
injury is received by a registered high school student. 
However, a brief review of the plan may be in order. 
Schools become members of the Benefit Plan and register 
their students before coverage is provided. The names 
of such students, together with a registration card, which 
includes a physical examination statement by a physi- 
cian, is forwarded to the Benefit Plan office. When an 
injury occurs, the school must report it to the Benefit 
Plan office within fifteen days after it has occurred. 
Proof of Injury Blanks, one to be filled out and signed 
by the student and school administrator, and another 
by the attending physician or dentist, are then sent to 
the school and the claim is given a number. Normally, 
sixty days are allowed for the completion of a claim 
but extensions are granted if more time is necessary. 
Every attempt has been made to simplify the mechanics 
of completing a claim on the part of schools, physicians, 
and dentists. The information requested simply is an 
attempt to verify the report of injury, as well as the 
costs involved, and to make available to the Benefit 
Plan office necessary statistics which are valuable in the 
possible elimination of future injuries. The Benefit 
Plans in operation in the various states which now have 
them, have been and are continuing to co-operate in 
furnishing valuable information which may be of mutual 
aid. After the Proof of Injury Blanks are received they 
are then processed in the Benefit Plan office to see that 
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they are in accordance with the previously reported in- 
juries. A Benefit Plan check for the scheduled allow- 
ances is then sent to the principal of the high school 
concerned and on it the name of the boy, the attending 
physician or dentist, or the hospital in which service 
was rendered, are indicated. As stated previously this 
procedure is required in accordance with the provisions 
laid down by the State Insurance Department and the 
Attorney General when the Michigan plan was estab- 
lished. If we dealt directly with students or parents, 
doctors, dentists, or hospitals, we then definitely would 
be in the insurance business and required to comply 
with regulations established for such operation in this 
state. This would require the establishment of a legal 
reserve beyond our possibility and also place our or- 
ganization under complete insurance supervision. At 
the present student registration rates and schedule of 
benefits, it would be impossible to operate the Benefit 
Plan if this procedure were followed. 


Annual Revision of Schedules 


It has been indicated that schedules have been‘ re- 
vised upward each year since the Benefit Plan was 
established in Michigan. This has been done with a 
very small increase in registration fees. During the 
first year of the Benefit Plan, coverage for scheduled 
injuries and transportation was $1.60 per student for 
all sports. In 1944 a $50.00 maximum. hospitalization 
benefit was included and coverage for girls was added. 
The registration fee then became $1.75 and has re- 
mained at that figure since that date. For next year we 
are considering the possibility of using the Michigan 
Uniform Fee Schedule for Governmental Agencies as 
adopted by the Michigan State Medical Society. We 
will have to see what the costs of allowed benefits 
would have been for this year had the above schedule 
been used rather than that now in effect. Without being 
absolutely certain on the matter, however, it is quite 
apparent that it would be impossible to meet this sched- 
ule with the present student registration fee. That 
doesn’t mean, however, that it might not be desirable 
to raise the student registration fee in order to comply 
with this schedule. This group may be assured that 
members of the Michigan State Medical Society will be 
asked to aid us in the final consideration of any changes 
in existing scheduled benefits in this connection. 


Benefit Plan Summary—1945-46 School Year 


It may be of interest to members of the medical 
profession to have a summary of the complete operation 
of the Benefit Plan during the 1945-46 school year 
(from August 1, 1945 to July 31, 1946). The August, 
1946, Bulletin of the Michigan High School Athletic 
Association contains this information on pages 44-71. 
It includes the report of the auditor, the list of mem- 
ber schools, a summary of allowed injury claims by 
types of injuries and sports concerned and gives a com- 
plete accounting of payments made to all member 
schools for which injury claims were allowed. This 
publication is available to any member of the medical 
profession upon request to the Benefit Plan office. 


(Continued on Page 400) 
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At meal time his renowned judgment deserts him. 
Eating only the food he likes, a choice of notably 
limited range, he thrice daily produces a burlesque 
on proper nutrition. Inevitably, this perennial first- 
nighter makes his entrance into some physician’s recep- 
tion room—the victim of a self-made, borderline vita- 
min deficiency. In the same cast, you will find other 
familiar types. Included in it are the ignorant and in- 
different, people “too busy” to eat properly, those on 
self-imposed and badly balanced reducing diets, exces- 
sive smokers, food faddists and alcoholics, to name a 


few. First thought in such cases is dietary reform, of 
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course. Along with that, a dependable vitamin supple- 
ment may well be in order. When you prescribe an 
Abbott vitamin product, you are assured that the 
patient will receive the full vitamin potencies intended. 
Your pharmacy carries a complete line of Abbott vita- 
min products in a variety of dosage forms and pack- 
age sizes, and will be pleased to fill your prescriptions. 
AsspoTtt LAaBoratoriges, Nortu Cuicaco, ILLINo!s. 


SPECIFY 


Abbott Vitamin Products 
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(Continued from Page 398) 
BENEFIT PLAN SUMMARY—SCHOOL YEAR 1945-46 


General Information 





RE GE I TI spit nes conccasedscdcciciensecetusincabecelaveneintinsensitds 509 
I GE MNOS TUNOD ieisccccosecsccecereccsencesisasnseenasccneerssonstoiie 22,338 
IO GE, ONO TINIE oe ssc vsve sees cntsiversnoresnssnsecscyrinrstnersscenies 2, 
NY GU I I cscs caccncasennddenncanlesocensucoowietiniabiesdetanesacsods 1,791 
I Ae I I saa canndrnciercesurssteasesinscesdenisintintcaseion 620 
I Ge Se PIE FI vated srctsonsccsese sixcarsssnccscncecnsstinossiarines 227 
School Membership and Registration Fees ..................:.:00:00+ $38,209.00 
Excess Payments—Interest—Checks Charged off—With- 

UI” NUDE si scacceccacicatcsciseenci grader ent carsecadatnins adage orice. 610.74 
I ION pestle vice cdcricciticcieecenatasnaseeartaien lcci picker $38,819.74 
Disbursements: 

Benefit Claims Paid (1,791) $34,403.30 

Administrative Expenses. ........... .. 4,041.86 

Refunds (Excess Payments)  ...........cccccccccccceescesees 400.35 

- $38,845.51 
Excess. Disbursements Over Receipts .............::sssscssssssssssesssseees $ 25.77 
CLASSIFICATION OF INJURIES 
( Medical—X -Ray—Hos pitalization) 

RR I xo caasiecanscsonacansectciasccommdantenctatonadvesucconsaidbesossiacouicdeaes $14,418.28 

Fractures distributed as follows: 

ie - saceveseniceutieanceeestanneee 106 PIED snssieserssrstcnvenie 7 
RETR RRE e 93 LS 5 
RE SEES EAE 91 IIE sccccekcisveanrsuans 3 

Os cia tea acacals 83 BOR 3 
| eee 61 OO ENE 2 

| 7? 37 || RR Eas 1 
| SE 23 ee eee 1 
Rae 22 
X-Rays—Negative to Fracture or Dislocation (737) ........ 4,663. 
OS SE | Fee eee ese 4,000.35 
Dislocations—Complete (94) ...........ccccccccsccccscsssssscsssersscsssesececessees 1,617.50 
katoi ck eitdcat sdonnsnacaiansaceoeabinaintieabicacuiias eile 37.00 
SS ee SOR ee ee wee 621.00 
Others (Artery—Eye—Kidney—Tendon) (33) .......ccccccccesce 873.75 
eee eee a C |.) eee 4,010.11 
RE cic asaceceseraccnarccecslcobanisd aii Sana Pauekeddosptebeinncsavnicmsinesteeletee ee $30,841.05 

(Dental) 
I I i seated eh tented $ 1,339.75 
Maximum Dental Injury—More than One Tooth (28) .... 963.00 
Fractured Tooth (79 PES 0 RR NE SALE TE Ie 768.00 
Others (Enamel Fracture—Facings—Restorations) (31) .... 80.00 
Total . iiss iia estaicaleriiwaletibetiadmnnatcete $ 3,150.75 
(Transportation) 

Principal Sum (1) ..... PS ENS EEE A ee RE $ 300.00 
my seg | RRR OSE io See ae eee Re a ee 65.50 
a ES 1 RRR a ee et alee ee ae 46.00 
Total . ee a Re ee ree RR St $ 411.50 
Grand Total Paid on Medical, X-Ray, Hospitalization, 

Dental and Transportation Injuries ...............cccsccccseseseeees $34,403.30 


Number—Average—Percentage of Injuries by Activities 


FOOTBALL—1239 7 gage oS OR: 65 
Percentage of All Injuries 69.2% 
BASKETBALL—275 Injuries—Average Claim ............c:000-+ 13.92 


Percentage of All Injuries 15.3% 
BASEBALL—118 Injuries—Average Claim .................:cccsesssseseeeees 17.96 
Percentage of All Injuries 6.6% 
PHYSICAL EDUCATION AND INTRAMURALS—98 In- 
ee ki, | ___” “ SSSENESEESSER a aia ea 
Percentage of All Injuries 5.4% 





TRACK AND OTHERS—61 Injuries—Average .0........0.0.cc0c.00-. 13.84 
Percentage of All Injuries 3.5% 
AVERAGE PAYMENT PER CLAIM (1,791 Claims in 
ONE NIN ses dates ne piirigeeess ac vecsedscncedseincanactbetboncoeinnsonndacasnlisechtdecisdassi ducts 19.20 
aid for 


Nore: It is important to realize that injury claims were 
only one student in twelve or approximately 8.5% of the total 
number of registered students during the 1945-46 school year. 
A few important considerations may be of interest to 

this group from the above information. It will be noted 

that there were 737 claims paid for X-Rays which were 
negative to fracture or dislocation. We feel that this has 

been a valuable scheduled benefit in that it allows a 

school and physician to determine definitely whether or 

not a fracture has occurred and makes the maximum of 
$7.50 allowable for the determination of such neces- 
sary information. Over and above other benefits last 
year there were 206 hospital claims paid. This payment 
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undoubtedly assured students of better attention than 
they otherwise might have received had not this allow- 
ance been possible. A total of $4,010.11 was paid to 
member schools for forty-five non-scheduled claims after 
all regularly scheduled claims had been paid. Of the 
1,791 allowed claims during 1945-46, 1,582 were for 
medical, hospital and X-Ray services, and 209 were 
paid for dental services. 


In conclusion, may I say that the Benefit Plan has 
appreciated the co-operation it has received from the 
Athletic Committee and the Executive Committee of 
the Michigan State Medical Society. We are most 
anxious to work closely with your organization. Mem- 
bers of the medical profession always have been generous 
in aiding schools in conducting their athletic and physi- 
cal education programs. Many services have been ren- 
dered by doctors and dentists with little or no assurance 
that they would be reimbursed. Of course, some profes- 
sional men have felt that the rendering of such services 
offered them contacts which otherwise would not be ob- 
tainable, but it is our belief that this motive isn’t the 
one which has prompted them to aid in any capacity 
they could. It probably is quite safe to say that at least 
60-75 per cent of the more than $100,000 paid out by 
the Benefit Plan during the six and one-half years of 
its operation have been funds which have been realized 
by the members of the medical and dental professions 
for services rendered which, prior to the establishment 
of the Benefit Plan, would have been performed gratis. 
In that respect we hope we have been of aid to or- 
ganizations such as yours. It would be remiss, however, 
not to say that we also believe much more remains to 
be done on our part. 


Future Possibilities 


At a recent meeting of the Athletic Committee of the 
State Medical Society it was suggested that considerable 
could be done to acquaint both the school men of your 
respective counties and members of your Association 
with the best procedures to be followed in connection 
with the reporting and attention to athletic injuries. It 
has been proposed that meetings of school administra- 
tors and medical men of each county be arranged at 
which some of the matters that have been troublesome in 
regard to athletic injuries could be discussed. The of- 
ficers of the Benefit Plan, which includes representatives 
from our office as well as the five school men who are 
members of the Administrative Committee, will be glad 
to aid in any capacity in this connection. While the 
number of member schools is approximately twice that of 
the first year that the Benefit Plan was established in 
Michigan, and the number of registered students is ap- 
proximately three times the original number, we still 
feel that we have only made a modest beginning in the 
amount of service possible to render. We solicit the con- 
tinued co-operation of the Michigan State Medical So- 
ciety and pledge our best efforts as school men to aid 
in furthering this most important project which con- 
cerns members of your profession, that of dentistry, 
school patrons, and above all, the lad who may be in- 
jured while participating in athletics or physical educa- 
tion. 


Jour. MSMS 
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National Conference On Rural Health 


R. J. Hubbell, M.D., Councilor of the Fourth Dis- 
trict, Michigan State Medical Society, reports on the 
Rural Health Conference held in Chicago, February 
7 and 8, 1947. The following excerpts are given for 
the benefit of our readers. 


Mr. Albert S. Goss, Master of the National Grange, 
brought out the fact that the average farmer’s income 
is from $500.00 to $700.00 less per year than the urban 
dweller’s. The average number of doctors of medicine 
per population in the country is about one to 1,700. 
There are too few hospitals and far too few doctors, 
and that is why the rural people are concerned. Figures 
on the accidental death rate on the farm were rather 
interesting—the quoted figure was 53 per 100,000 as 
compared to 19 per 100,000 for the city dweller, Dis- 
cussion brought out the fact that farm boys examined 
for the draft were not as fit as the urban boys. 


It was felt that the rural people are very much con- 
cerned about health matters, and are sincerely looking 
to the doctors for a solution. It was noted that far- 
mers are talking a great deal about co-operatives. They 
of course, have been interested in this sort of thing for 
many years, and naturally tend to think along these 
lines when it comes to medical care. However, we all 
know that Michigan Medical Service may be considered 
a co-operative. 

F. A. Humphrey, M.D., of Fort Collins, Colorado, 
chairman of the Committee on Rural Health, reminded 
his audience that it is the duty of the local people to 
make their rural vicinity attractive to physicians, even 
if it is necessary for them to be subsidized. Throughout 
the conference the things that were stressed as com- 
munity attractions for physicians were good roads, good 
schools, good homes and theatres, and adequate place 
for the physician to work (such as a health center or 
small hospital) and especially an increase in the in- 
come of the farmer. He strongly suggested residencies 
in hospitals for general practice, plans for which have 
already been made in Colorado. He also voiced an 
opinion that many have held for some time, that 
specialty boards require some general practice—say 
two or three years—as a requisite for certification. It 
would seem that this would tend to expose more men 
to general practice, with the result that more men would 
take it up. Then, too, it would tend to favor the gen- 
eral practitioner returning for specialty work, which is 
now a difficult thing to do, and in the end it would 
make for a better specialist. He felt that the general 
practitioner in the rural communities should be allowed 
to follow his cases to the neighboring hospitals. 


Mr. Chester Starr, Director of the Missouri Farm 
Bureau Federation, Rural Health program, spoke on a 
little more optimistic note, stating that there are 39 per 
cent more doctors in rural areas since the war. He 
reiterated the things that attract doctors to rural areas. 
He thought that doctors should place more emphasis on 
general practice, and that there should be more co- 
operation by the doctors in public health matters. He 


402 


thought that medical prepayment plans should be en- 
couraged, and doctors should co-operate in them. 


Mrs. Roy C. F. Weagley, president of the Associated 
Women of the American Farm Bureau, was of the 
opinion that lack of facilities means lack of medical 
service, and that if more rural health centers were set 
up, there might be a resultant reduction in the need 
for a good deal of expansion of hospitals in the urban 
areas. 


R. C. Buerki, M.D., of the Graduate School of Phila- 
delphia, gave a very forceful talk. He felt that the 
rural people do not want simply more medical care of a 
poor calibre, but that they want more medical care of a 
good calibre. He thought we should be sure that the 
new hospitals can be supported financially to attract 
the best doctors. He agreed that general practitioners 
should be allowed to be on hospital staffs, but that 
they should also realize their limits of practice. 


Mrs. Edwards of the Co-operative Union of America 
unequivocally favored compulsory health insurance. 


Mr. J. S. Jones, Executive Secretary of the Minne- 
sota Farm Bureau, felt that voluntary medical care 
plans are no longer an experiment, and that more sell- 
ing is required. He gave figures of overhead cost which 
varied from 22 per cent to 87 per cent. He did not 
give the source of those figures, but they are certainly 
high compared to that of Michigan Medical Service, 
which is around 11 per cent. He felt very strongly 
that the farmers do not want the United States in 
business. 


In the afternoon of the first day the members of the 
conference divided into groups for different round-table 
discussions. Your representative attended the one on 
Voluntary Medical Pre-Payment Plans. There seemed 
to be quite an interest expressed in pre-payment plans. 
The main interest, however, was in seeing that the 
farmer is able to buy it. It was felt that at the present 
time it is very difficult for the farmer to do so. It was 
the general opinion that pre-payment plans should cover 
the entire community, and not just certain groups. This 
opinion was voiced especially by Mr. Michael Davis. 
It was felt that a plan should probably be developed 
on a statewide level, and the need of a broad educa- 
tional program and enrollment was. stressed. It was 
thought, in general, that all forms of funds should be 
used to develop facilities. Special concern was voiced 
not about the indigent, but about the marginal person— 
the one we would classify in our community as “medi- 
cal indigent.” There was some question as to how he 
would be taken care of under pre-payment plans. 

Saturday morning there was a summary of the re- 
ports from the different discussion groups. The group 
on hospital facilities thought the definition of ‘“facili- 
ties,’ should be clarified, and this seemed to be a good 
idea. 


It was suggested that a hospital of less than fifty 
beds could not be run economically. A man from Iowa, 


(Continued on Page 404) 
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however made a strong plea for a small ten to twenty- 
bed hospital in the rural community to afford a place 
for minor surgery and obstetrics. 

The discussion on bringing in and holding physicians 
in rural areas recommended State Health Councils. In 
our state this would mean a revision of our present 
Health Council with the stressing of health education 
in the schools, and a course of medical economics in 
medical schools, which fortunately we are trying out 
in Michigan. They thought that whatever is done in 
rural communities should not follow county lines, but 
should be on a community basis, as farmers do not act in 
county units primarily. 

Discussion of certain needs brought out the fact that 
there is going to be a continued shortage of nurses be- 
cause of low registration in classes, and that practical 
nurses are urgently needed and should be encouraged. 
A man from Duluth, Minnesota, felt that nurses should 
be trained in our rural hospitals and perhaps affiliated 
with the larger hospitals. 


The discussion of Health Councils occupied the time 
of the whole discussion group, and apparently they 
were thought to be of very much value. 

The group on medical care for lower income groups 
included a large field, and some very interesting in- 
formation developed. One point of interest was that 
the lower income group probably represents about 85 
per cent of the rural population. If that is true, then 
our job is a big one. 


INTERN-RESIDENT PARTY ON JUNE 4 


Detroit Receiving Hospital will honor interns and 
residents at the annual banquet Wednesday evening, 
June 4, 1947, at the Statler Hotel, Detroit, Michigan. 

All former interns and residents of the hospital are 
cordially invited to return for the banquet, and are 
asked to write to Dr. James J. Lightbody, chairman of 
the Banquet Committee, in care of Detroit Receiving 
Hospital, for tickets—price $6.50—while they last. The 
ticket price includes cocktails, dinner and entertainment. 





WAGNER-MURRAY-DINGELL 
(Continued from Page 392) 


per cent of the population. The benefits will be hospital 
care and services of a physician to hospitalized medical, 
obstetrical and surgical patients. The tax levy will be 
two and a half per cent upon wages, salaries and divi- 
dends up to $5,000, divided equally between employers 
and employes. The commission admits that the services 
are to be “the beginning of an orderly progress through 
organized payments to the goal that all of the benefits 
of the medical sciences shall be available to all the peo- 
ple of the Territory according to their needs.” 

Hawaii is soon slated to became a state, and the so- 
cialized medicine crowd seem to think now is the time 
to get their scheme established, when it is not a question 
of the will of the people so much as it may be a question 
of the will of those who are shaping the plans and 
arrangement for statehood. 
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The Physician and the State 


By Kim Sigler, LL.B. 


Governor of Michigan 


I RECALL an occasion during 

my campaign when [ at- 
tended the church of Dr. Ross. 
I have known him for some 
time and he is a very pleasant 
gentleman. I went to his 
church to attend the entire serv- 
ice. I wanted to understand a 
little better certain feelings and 
impulses. On that particular 
morning the good pastor was delivering a sermon 
against indulging in arguments. 





To illustrate his point he said that no man 
should argue with his brother or neighbor but 
should sit down and reason. He said husbands and 
wives should never argue because “you just can’t 
win.” Finally, he said, he recalled very distinctly 
when two members of his congregation, who had 
argued a long time whether a certain gadget was 
scissors or clippers, came in to see him. The hus- 
band contended it was the latter. Finally he said 
to her, “If you call them scissors once more, I'll 
take you out of the back door and dunk you.” 
Again the wife said they were scissors. When she 
had been dunked three times, the wife raised her 
two fingers. Gentlemen, you can’t win. 


Being governor of a big state is indeed an inter- 
esting experience. I have now been governor for 
a month. Every morning there come into my office 
over 500 letters. My staff tries to please me by 
saying that is about twice as many as others have 





_Address before the Michigan Foundation for Medical and Health 
Education, Detroit, Michigan, February 2, 1947. 
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received. The letters are on every subject under 
the sun—from asking for a job to telling me what 
is wrong with various things. 


There are many requests to appear before 
groups. I have had to make certain inquiries about 
these requests. So when I received a request from 
your president to speak to this group, I started to 
inquire about it. I know of the reputation of your 
president, Dr. Carr—he has an inestimable stand- 
ing in the community. I know also of the fine 
standing and reputation of President Hyland of the 
Michigan State Medical Society. Aware. of the 
high repute of the individual members, I then be- 
gan to inquire just what you do for us, the public. 
I sent one of my administrative assistants to find 
out, and I was very pleased at what I learned. I 
have been interested in groups for such purposes for 
some time, since socialized medicine was one of the 
subjects I was interested in. Another subject had 
to do with the future of Michigan, in which you 
also are interested. I have long believed that Mich- 
igan has not been sold in the manner it should be. 
Then I found in the brochure you had sent me the 
purposes of your organization. 


Let us think of that for a moment. I remember 
very distinctly when I graduated from law school. 
A group of us walked back from school to the fra- 
ternity house and one of the men who had just re- 
ceived his degree said, “Well, I guess we are all 
set.” I wondered if we were. It looked to meas if 
we had just begun, had just acquired the tools. 
The next step was to go out and learn what law 
really was. 


I wonder if that is not true for you, too. We - 
have all seen the doctor, lawyer, or dentist who, 
when he had received his degree, sat back in smug 
complacency, tried to go along and not keep 
abreast of developments in his field. Therefore, I 
am very much interested in the purposes that 
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brought us together today. “This corporation is 
organized and shall be operated exclusively for 
benevolent, scientific, and educational purposes.” 

Some time ago, one morning in this hotel, I had 
breakfast with Mr. Charles Kettering, the great 
wizard of invention who is employed by one of the 
great corporations. He has scientific insight and is 
a remarkable person. We were sitting having 
breakfast, talking about government. I asked why 
we don’t always have better government and why 
the government so frequently makes the same mis- 
take that was made some years ago. 

Mr. Kettering made this significant statement: 
“Whenever we start to determine what we want to 
do in a particular direction, whether it is building 
an automobile, development of a motor, or other 
phase of industry, in our laboratory we catalogue 
everything we have done. We list every item that 
we do. We make a history of it. Then if we fail 
and do not arrive at the proper results, we go back 
and do it differently. Did you ever stop to think 
that in government you never do this?” 

Then we discussed some of the mistakes that 
have been made down through the centuries by 
people and government. So frequently have our 
administrators followed the same course that has 
been experienced generations ago. I am very much 
interested in that we try to keep in mind what has 
been done and try to do it better. Of course, that 
is a general rule for a lawyer, as a lawyer never 
tries a law case until he looks up the precedent. 
Perhaps he ascertains what bit of evidence most 
impressed the jury or the court. What did the 
lawyer on the losing side do wrong? In similar 
thought, the doctor, the dentist, the banker doesn’t 
have the same answers when confronted with the 
same situation. 

Let us think about socialized medicine. It is a 
most important subject, because it is important in 
the lives of people. I am going to approach the 
matter in what I think is a practical, general way. 
If I should tell you how to handle medical matters, 
I should be thought presumptuous. Frequently 
through the generations people have become ail 
stampeded about some procedure and have gone 
. overboard regarding some foolish proposition. Do 
you remember the history of France—how certain 
individuals started out a certain bonding that re- 
sulted in senseless inflation and then a crash? Do 
you recall many such incidents in our own country, 
and the many problems that related to foolish 
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propaganda that people did not take time to un- 
derstand? 

Let us apply a little of that to socialized medi- 
cine. In my mind the people who should deter- 
mine the state’s interest in medicine are those pco- 
ple who are qualified to judge—not some politi- 
cian, not some writer. The judges should be your- 
selves. You should be able to say how much the 
state should do. Nobody wants to see the state 
practice medicine. 

In the main, I am definitely opposed to social- 
ized medicine; just as I would be opposed to the 
regimentation of the legal profession. You, who 
are experts on the subject, should be the ones to 
tell it fairly, frankly, honestly, and see that the peo- 
ple understand the need and facts and act accord- 
ingly. This is what I am going to do. 


I have a surprise for you. I believe in dealing 
with all these matters in a very practical manner. 
Mr. Richards, Manager of WJR, together with 
powerful stations in Cleveland and Los Angeles, 
told me, “Listen, if you are really going to do all 
the things you say, I am going to offer you my 
microphone, on your desk, to tell the people in the 
state what you are doing.” I said, “All right, let’s 
try it.’ After we had it started, another station 
came along and offered me another setup. I now 
broadcast from the Governor’s Office every other 
Saturday night at 7 p.m. over WJR and every other 
Wednesday over WWJ. 


Last night I asked Dr. Hannah, president of 
Michigan State College, to come to my office so 
that we could tell the people about problems of 
that college—large enrollment, large number of 
married students, 1,500 babies. The average per- 
son has no conception of its problems. 


I want to offer you an opportunity to let the 
people of Michigan know what you are doing and 
let the people know what should be done on the 
subject of medical health and education. Educa- 
tion is necessary as it relates to the people. I have 
promised the people that I will let them know 
about government and what affects government. 
I’d suggest that Dr. Carr work out a program that 
will be fair, instructive, and informative. 


What does the average person of Michigan 
know about socialized medicine? It sounds good. 
They believe doctors are against it because they are 
selfish. I know that is ridiculous, silly. I know 
that from various angles. The same misinforma- 
tion exists about lawyers, too. For instance, re- 
cently someone asked me, “Why don’t you do 
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something about all those persons executing deeds, 
the notary public who handles thousands of dol- 
lars of the life savings for people?” The criticism 
was that the lawyers are trying to corral all the 
business. However, the greatest business comes 
when a lawyer draws up the wrong kind of deed! 
If the people just fully understand, they will always 
arrive at the right results. I have great confidence 
in the average citizen when he knows the facts but 
I have little confidence if he does not know the 
facts. 


Once when riding in London, I got in an argu- 
ment about democracy and the English system. I 
made what I thought was a stout defense. The 
Englishman finally said, “The Americans never 
think—they just have opinions.” Do we do that 
today? Are our people just jumping at conclu- 
sions? Let us see that they don’t. Let us find a 
method by which they can fully understand these 
things; let us see that there is no danger that 
some foolish notion sweeps over the land. 


Let us approach this question from another an- 
gle. During my campaign I was all over Michi- 
gan—in all eighty-three counties. We traveled 
many thousands of miles. One thing impressed 
me: the lack of government consciousness on the 
part of the people in general, the tendency to be- 
come so interested in their own little spheres that 
they do not realize that other people have prob- 
lems, too. 


In the Upper Peninsula, people feel isolated 
from the rest of Michigan. They transact business 
with Milwaukee, carry on nearly all their economic 
life with Wisconsin and Minnesota and think of 
Michigan only in terms of its political side. They 
feel that they are not really a part of Michigan. 
They are of the opinion that, in settling the bound- 
ary dispute with Ohio, a mistake was made, that 
rightly they should be a part of Wisconsin. Let us 
try to see what the reason is. The average man 
who runs for office makes a lot of promises he for- 
gets, about linking the two parts of the state. Or 
as another example, if a lawyer has to go to Lan- 
sing to argue a case for fifteen minutes, and doesn’t 
want to drive, he must travel through three states 
unless he takes a circuitous, inconvenient route. 
There must be some method of getting those peo- 
ple a little closer to the other parts of Michigan, 


_ and we all should be interested in finding the an- 


wer. What does that have to do with you? 


For one thing, whatever affects the welfare of 
one person or group, affects every other person or 
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group. Last year four and a half million dollars 
was left in the State of Michigan by tourist busi- 
ness. It is the second largest business in Michigan 
and its further possibilities are enormous. For in- 
stance, the winter sports resources of upper Michi- 
gan have been barely touched, although the great 
ski tournaments are a start in the right direction. 
The people of Michigan should be sold on Michi- 
gan, and they are not. 


I was amazed at a particular spot in the south- 
west corner of the state, that very fine community 
of Benton Harbor. While I was visiting there, a 
friend called, “Come out and see what we did with 
the city dump.” It had become a very fine market; 
it is the world’s largest fresh fruit market. Last 
year it did between an eight and ten million dollar 
business. How many of us know about it? The 
average citizen doesn’t know it. In Macomb Coun- 
ty, where they have fine stump fences like antlers, 
is located the potato center of the world. They 
produce more potatoes there than any place, ex- 
cept Maine. They raise the seed potatoes for 
Maine. It is the great product in Macomb County. 
And yet, last summer I walked into a store in the 
very heart of Michigan and they were selling Idaho 
potatoes. 


Can we sell Michigan as we should to the people 
Michigan? In the selling of Michigan one of the 
important factors is medicine, public health—the 
very thing you are doing. If you get behind the 
situation and put your shoulder to this work, you 
can contribute in a large measure to making Mich- 
igan outstanding in this field. It will take time, 
hard work, and effort. As the governor of this 
state, I am willing to help you. 


——\sms 





ATOMIC FISSION PRODUCTS 
DAMAGE BRAIN TISSUES 


Beta rays, which are among the products of atomic 
fission, can do serious damage to the tissues of the brain, 
Dr. Rosalind Novick of the University of Minnesota 
School of Medicine reported before the meeting in Mon- 
treal of the American Association of Anatomists. 


She had made a close examination of injuries done 
to the brains of cats by beta rays given off by radium. 
The injuries were in sharply limited spots, with zones 
of decreasing severity as the distance from the ray sources 
increased. At the center there was dead tissue, then 
a zone of shrunken and darkened nerve cells, then cells 
that were acutely swollen, and finally uninjured tissue.— 
Science News Letter, April 12, 1947. 
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The Operation of Public 
Law 725 


Hospital Survey and Construction Act 


By Herman E. Hilleboe, M.D. 
Assistant Surgeon General, USPHS 


 e THOSE OF Us in the health and medical pro- 

fession, the signing of the Hospital Survey and 
Construction Act was an event of great signifi- 
cance. It meant that American medicine, engaged 
in the fight to bring good health and medical care 
to all the people, would be better equipped with 
the hospitals and health centers needed to do the 
job. You in this audience have long been aware 
of our shortage of health facilities. That this 
shortage is clearly recognized by the states is evi- 
dent from the action they have taken since the 
passage of this legislation. In less than six months 
thirty-three states have applied for Federal funds 
to conduct surveys of hospital facilities. Many of 
the states have already passed legislation relating 
to the program, while most of the others are pre- 
senting hospital bills of some type in their current 
legislative sessions. We can appreciate the impor- 
tance of this action when we realize that the 375 
million dollar Federal grant must be met by the 
states on a two-to-one basis. 


The history of the Hospital Survey and Con- 
struction Act is a striking example of the power of 
concerted action in a democratic nation. In 1943 
the American Hospital Association resolved to seek 
Federal aid in building needed hospitals. This was 
the first of many spontaneous efforts that resulted 
in the introduction of Senate Bill 191, under the 
sponsorship of Senator Lister Hill of Alabama and 
Senator Harold Burton of Ohio. 


During Congressional hearings on the bill, many 
professional and citizen groups came. forward to 
support it. The American Hospital Association, the 
Catholic Hospital Association, and the Protestant 
Hospital Association joined forces with the major 
farm and labor organizations, organized medicine, 
dentistry and nursing, to advance this legislation. 
Many other groups and individuals of national im- 
portance also helped. The bill became Public Law 


725 when it was signed by the President on August 
13, 1946. 


Presented at the twentieth annual National Conference on Medi- 
cal Service, Chicago, Illinois, February 9, 1947. 
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Under the Hospital Survey and Construction 
Act, the United States will be engaged in the most 
comprehensive hospital program ever undertaken 
by any nation. The broad purpose of the legisla- 
tion is to assist states in planning for and providing 
hospitals and health centers distributed geographi- 
cally in proportion to need. We are all aware of 
the uneven distribution of health facilities in the 
United States. In spite of the real progress that 
has been made in raising the standards of health in 
our nation, there are still many serious gaps. Amer- 
ican medical care at its best is the finest in the 
world, but there are many areas of our country, 
many groups of our citizens, to whom the best is 
not available. We find the best-equipped and most 
abundant facilities concentrated in the wealthiest 
states and in metropolitan areas, and the least ade- 
quate facilities in rural and economically distressed 
areas. In approximately 40 per cent of the na- 
tion’s 3,000 counties, representing 15,000,000 peo- 
ple, there are no registered hospitals. Many of the 
hospitals that are registered today fall far below 
standards that could and should be achieved. The 
lack of public health facilities is equally disturbing. 
Approximately 40 per cent of the counties have no 
full-time public health services. And altogether 
too many of the others have so-called public 
health centers housed in cellars or courthouses, in 
condemned buildings, and in other undesirable loca- 
tions. Not only are these centers badly located; 
they are so poorly equipped, for the most part, that 
instead of helping, they handicap public health of- 
ficers. 


As its name implies, the Hospital Survey and 
Construction Act has two main purposes. First, it 
provides assistance to the states in surveying over- 
all state needs and in making master plans for need- 
ed hospitals and health facilities. Second, it pro- 
vides assistance for the next five years in the con- 
struction necessary to carry out these plans. 


To accomplish this two-fold aim, the Act au- 
thorizes an initial Federal appropriation of $3,000,- 
000 to assist with the surveys, and then $75,000,000 
annually for the five-year period, starting July }, 
1946, to assist with construction. To date, $2,350,- 
000 has been made available for the survey and 
planning phase of the program. 


It will be the responsibility of the present Con- 
gress to make the initial appropriation for construc- 
tion. In view of the time needed for the survey 
and planning, it was not expected that the full 
$75,000,000 authorized for construction the first 
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fiscal year could be utilized by June 30, 1948. 
Therefore, construction appropriation of $50,000,- 
000 has been requested for the first year and ap- 
proximately $100,000,000 will be asked for the sec- 


ond year. 


Under the program, hospitals, public health cen- 
ters, and related facilities may be constructed. By 
“hospitals” are meant general, tuberculosis, mental, 
chronic disease, and other types, but not those that 
furnish primarily domiciliary care. Funds for con- 
struction may be granted only to public and non- 
profit hospitals. Proprietary hospitals are excluded. 
A “public health center’’ is defined as a publicly 
owned facility for providing public health services, 
the scope of which is a matter of state law. 


“Related facilities’ include laboratories, out- 
patient departments, nurses’ homes, training fa- 
cilities, and clinics. 

The term “construction” is broadly defined to 
include: construction of new buildings; expansion, 
remodeling, and alteration of existing buildings; 
and initial equipment for any such new or exist- 
ing facilities. 

It should be emphasized that the Hospital Sur- 
vey and Construction Act does not follow the pat- 
tern of the usual Federal works program. It is sole- 
ly a grant-in-aid program. It delegates the major 
of responsibility to the individual state. A single 
agency of the state government will administer 
each phase of the program, and a state advisory 
council, composed of technical and consumer rep- 
resentatives, will participate actively. 

Federal administration of the program is the re- 
sponsibility of the Surgeon General of the United 
States Public Health Service, assisted by the Fed- 
eral Hospital Council and its advisory committee. 
The Council consists of eight members, four of 
them outstanding in hospital and health activities, 
and four representing consumers of hospital serv- 
ices. 

One of the primary responsibilities of the Fed- 
eral Administration is the formulation of regula- 
tions. The Act authorized the Surgeon General, 
with the approval of the Federal Hospital Council 
and the Federal Security Administrator, to estab- 
lish these general regulations within six months 
after the signing of the Act. The regulations have 
been prepared and will soon be available. They 
cover such matters as size, distribution, and types 
of hospitals that may be constructed, construction 
standards, services for all persons regardless of 
race, creed or color, and service for those unable 
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to pay. The regulations also set up methods of de- 
termining priority of projects to assure that hospi- 


“tals will be built on the basis of relative need. 


Within the United States Public Health Service, 
the responsibility for assisting the Surgeon General 
in the administration of the Act rests with the new- 
ly created Division of Hospital Facilities. The four 
major offices in this division are the Office of Pro- 
gram Planning, the Office of Program Operations, 
the Office of Technical Services and the Office of 
Hospital Services. 

The Office of Program Planning develops gen- 
eral methods of improving hospital and health 
standards, and conducts orientation programs for 
Public Health Service personnel and for personnel 
of state agencies. 

The Office of Program Operations formulates, 
interprets, and carries out regulations and proce- 
dures, analyzes applications for funds, and serves 
as liaison with the field through District Offices of 
the United States Public Health Service. 

The Office of Technical Services develops stand- 
ards and plans covering the architectural phase of 
construction, and reviews designs, blueprints, and 
construction details submitted by applicants. 

The Office of Hospital Services develops stand- 
ards and plans covering administrative phases of 
hospital services, maintenance and operation. 


In order to insure a decentralized approach to 
this program, the Division of Hospital Facilities 
works largely through the district offices of the 
United States Public Health Service. Personnel 
with specialized training will be assigned to each 
district office and will include hospital consultants, 
hospital architects, construction engineers, and hos- 
pital administrators. The staff of the district office 
will in turn work closely with state agencies, com- 
munities and organizations on every phase of the 
program. Application for survey and planning 
funds and for individual construction projects will 
all be handled by the district offices. 


The Public Health Service in Washington is del- 
uged with inquiries asking “How can we get a 
hospital in our town?” The answer to this question 
is embodied in the Act itself. To receive funds for 
survey and planning, a state must designate an of- 
ficial agency to conduct the work, and must ap- 
point an advisory council to assist this agency. The 
council must have some members who represent 
organizations or groups doing hospital work that 
are not part of Federal, state or local governments. 
The state then obtains an application for funds 
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from its Public Health Service district office—for 
Illinois it would be the Chicago office—and sub- 


mits it to the Surgeon General. Upon the approval’ 


each state is entitled to receive Federal aid for one- 
third of its survey and planning expenditures, pro- 
vided, of course, that this amount falls within the 
state’s allotment. These allotments for survey and 
planning are made to the states on a relative popu- 
lation basis. For example, it has been estimated 
that out of the three million for survey and plan- 
ning, the allotment for Illinois would be $172,752. 


When a state has completed a comprehensive 
survey of all hospitals and related facilities, the 
next step is to draw up a master construction plan 
designed to meet the needs revealed by the survey. 
This plan, which must conform with the regula- 
tions issued by the Surgeon General, will be admin- 
istered by the state agency. This may be the same 
state agency that conducted the survey or it may 
be a different agency appointed for the purpose. 


The Surgeon General is authorized to approve 
any plan which fulfills these requirements. Should 
he disapprove a plan, the Federal Hospital Cotncil 
must grant the state agency a hearing. If the 
Council decides. that the plan complies with re- 
quirements, the Surgeon General must then accept 
the ruling of the Council. 


Once the state construction plan is approved, the 
state enters upon the second phase of the prograrn, 
the actual building of hospitals, health centers and 
related facilities. While survey funds are based 
on state population only, construction allotments 
are determined by a formula based on two factors, 
population and per capita income. This formula is 
weighted in such a way that states with low per 
capita incomes, where there is a relatively greater 
need for hospitals, receive more money per capita 
than do the wealthier states. Out of the first 
seventy-five million, the construction allotment for 
Illinois is estimated as $2,771,175, whereas North 
Carolina, a less populous state with a lower per 
capita income has an allotment of $3,432,825. 

To receive construction funds, the state, public 
or nonprofit group applies through its state agency 
to the United States Public Health Service. This 
project, of course, must have been included in the 
state construction plan. The application must con- 
tain plans and specifications for the proposed fa- 
cility, assurance of financial support for construc- 
tion, and for maintenance of the facility when 
completed. When this application has been ap- 
proved, Federal funds to meet one-third of the 
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construction costs may be granted. If the Public 
Health Service finds later that a state agency is 
not complying with the provisions of the Act, or 
that funds have been diverted from the purpose 
for which they were allotted, payments may be 
withheld, provided that the state agency has been 
granted a hearing. In this case the project appli- 
cant may appeal to the United States Court of 
Appeals. 


With this brief summary of the Act, one can 
readily see the problems that lie before us. Though 
all concerned regard this Act as a long step for- 
ward in health legislation, nevertheless, we should 
not overlook its limitations. Even when Federal 
funds have been matched by non-Federal funds, 
totalling $1,125,000,000 for the five-year program, 
it will be possible to provide only about one-fourth 
of the nation’s needs for new and replacement 
health facilities. Even before the war, when build- 
ing costs were 50 per cent less, the estimate for 
meeting these requirements was approximately $4,- 
000,000,000. It is obvious that the present funds, 
substantial as they are, can carry out only in part 
the purpose of the Act. 


Another serious limitation is the formula for the 
distribution of Federal funds. All states, regard- 
less of ability to pay, must meet Federal construc- 
tion funds on a two to one ratio. Clearly, the need 
is greater in some states than in others. And in 
states where the need is most pressing, the per capi- 
ta income is generally lower. 


The limitations of this program do not attenuate 
the many significant and forward-looking features. 
First among these is the requirements that each 
state survey its existing hospital and health facili- 
ties and develop a construction plan based on the 
survey. This procedure means that for the first 
time we are building our hospitals according to a 
long-range plan. In- the past they often cropped 
up here and there with little or no over-all plan- 
ning. In some areas there were too many; in most 
areas too few. Just after World War I, there was 
a boom in hospital building. By 1928, there were 
more hospitals registered in the United States than 
ever before or since. In the following ten years, 
several hundred went out of existence. The con- 
sequent tremendous loss in terms of money and po- 
tential services was probably due to lack of care- 
ful planning. The present Hospital Facilities and 
Construction Program provides real assurance that 
this will not happen again. 

Another excellent feature is the requirement for 
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minimum standards for hospital maintenance. All 
states must have a licensing law within two years 
after passage of the Act. In some states this will 
take the form of a model licensing act; in others 
these standards may be incorporated in general 
health legislation. In some states these standards 
will probably be high, while in others they will be 
barely adequate. Nevertheless, the philosophy be- 
hind this requirement is sound and should lead us 
to higher standards of hospital care. 


Finally, I should like to emphasize once more 
one of the strongest principles embodied in the 
Act, namely the decentralization of this program. 
This is not a Federally dominated program. It is a 
state program, a community program. The Fed- 
eral role is largely one of guidance and assistance. 
To the state and the communities go the respon- 
sible task of carrying out the actual operation. 
Moreover, in its advisory phases the program re- 
quires both consumer and professional assistance. 
Just as the Public Health Service is required by 
law to have a Federal Hospital Council, so the 
state agencies administering the Act must have ad- 
visory councils to help them. These councils must 
be representative, not only of the medical and hos- 
pital fields, but also of the consumers of such serv- 
ices. In this way we achieve democratic commu- 
nity responsibility in its successful operation, for 
only if the community provides leadership and ac- 
cepts full responsibility will the program succeed. 


To you, as representatives of the medical pro- 
fession, falls a good part of this responsibility. 
Your community looks to you to guard its health. 
It looks to you for help and guidance in its hos- 
pital planning, and it is to you also that we in the 
Public Health Service are looking for the co-opera- 
tion and understanding that will be necessary if 
this program is to fulfill, even partially, the purpose 
that has been set for it—to provide the people of 
this country with the hospitals and health facili- 
ties needed to enjoy to the fullest the American 
way of life. 


—— sms 





STATISTICS—MICHIGAN MEDICAL SERVICE 


During the first nine months of 1946, the subscription 
fees earned were $4,597,775.89 and the services rendered 
were $3,734,183.01, or 81.22 per cent. The administra- 
tion expense was 11.95 per cent. The reserve for con- 
tingencies as of September 30, 1946, was $1,040,204.33. 
Up to that date there had been paid to doctors $17,167,- 
594.15. Accounts receivable from the Veterans Admin- 
istration was $168,152.33. 
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Modern Influences in 
Medical Practice 


By Thomas P. Murdock, M.D. 
Meriden, Connecticut 


HE SUBJECT “Modern Influences in Medical 

Practice” is timely. With the possible exception 
of the question of compulsory medical care, in my 
opinion it is the most important subject confront- 
ing medicine at this time. Hand in hand with the 
sub-headings which have been outlined at this con- 
ference goes the problem of “Hospital Staff Or- 
ganization.” 

There are many suggested plans for hospital staff 
organization. Chief among these are the plans 
recommended by the American College of Sur- 
geons and the Commonwealth Foundation. 

My suggested plan for hospital organization 
would be a board of directors elected from the 
corporators. The directors would select an execu- 
tive committee. The directors would appoint a 
medical board made up of a chairman, vice chair- 
man, secretary, and the chiefs of surgery, medicine, 
obstetrics, and, in the case of large hospitals, the 
heads of other important departments. 

The directors would name annually, upon the 
recommendation of the medical board, the active 
and consulting staffs. Courtesy privileges would be 
granted in the same manner. 

The medical board would also recommend the 
appointment of an intern committee, a program 
committee, a record committee and such other 
committees as are deemed necessary for the proper 
administration of the scientific work of the hospital. 

Probably the most important of these commit- 
tees is the program committee. This committee 
could do much to stimulate the interest of ‘the 
staff and house officers with educational prograrns. 
A plan should include medical rounds, surgical 
rounds, weekly staff conferences, clinical patholog- 
ical conferences and monthly staff meetings. : The 
house officers should be given their proper places 
at all of these conferences. Eductional programs 
are absolutely essential, and the hospital ‘that: is 
careless in this regard cannot long survive as a 
hospital privileged to train interns. 


The medical board would recommend to the di- 





Dr. Murdock is chief of staff of Meriden Hospital, Meriden, 
Connecticut. 

Presented at the twentieth annual National Conference on Medical 
Service, Chicago, Illinois, February 9, .1947. 
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rectors, and aid the manager in the selection of, 
such full-time or part-time physicians as are nec- 
essary for the proper administration of the scien- 
tific departments in the hospital. This refers par- 
ticularly to the selection of radiologists, patholo- 
gists and anesthetists. 

The question of the place of the general practi- 
tioner seems to be a controversial one at the pres- 
ent time. I feel that it is wholly a local matter, and 
each hospital must judge this situation for itself. 
Small hospitals, and I would say, in general, any 
hospital with one hundred beds or less, could and 
probably should be manned by general practi- 
tioners. 

A workable plan for smaller hospitals is to have 
the heads of the various departments certified. 
Larger hospitals, I believe, should stimulate all 
members of the staff to be certified or to become 
members of their special societies or colleges. How- 
ever, hospitals deciding to require certification 
would be wise in not making the rule retroactive. 
Senior members of the staff not certified should be 
kept in their present positions. Newly appointed 
men to the junior staff should be given a period of 
five years in which to qualify for certification. I 
believe that some members of certifying boards 
feel that, while it is desirable for staff men to be 
certified, its advisability will vary among hospitals, 
and should be decided by them. 

Dr. Wingate Johnson, at the San Francisco ses- 
sion of the American Medical Association, read a 
splendid paper on the general practitioner, which 
has been widely read. At the mid-winter meeting 
of the House of Delegates of the American Medi- 
cal Association, Dr. Edwin Askey of California pre- 
sented a resolution recommending that general 
practitioners be given their rightful places on hos- 
pital staffs. General Hugh Morgan at a recent 
meeting of the Board of Regents of the American 
College of Physicians made a strong plea for the 
better general practitioners. He felt that some 
place should be found for these men in the College. 


I believe firmly that there will always be a place 
in American medicine for the general practitioner. 
It is my further belief that that place will always be 
close to the hearts of the men in medicine and to 
the hearts of all of the American people. The old 
French proverb, “the irreplaceable man is yet to 
be,”’ seems to fall down when one thinks of the 
general practitioner. No one can replace him. 

Now still another controversial point in hospital 
organization is the appointment and election of 
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members of the staff to the board of directors. The 
American College of Surgeons is opposed to the 
appointment of medical staff members to the board 
of directors. 


The chief and perhaps the only reason is that 
favoritism will be shown those men so selected. [| 
would like to go on record as being in total dis- 
agreement with this premise. Even if this were 
so in isolated cases, does this justify the indictment 
of all medical men? I think not. Does any one 
know an industry or a banking institution wherein 
one or more executives are not on the board of di- 
rectors? Again I think not. The College recom- 
mends that a liaison committee be appointed by 
the staff to meet occasionally with the directors. 
This, in my opinion, is not enough. At almost 
every meeting of boards of directors, questions of 
medical administration and policy come up. With 
representatives immediately at hand, these ques- 
tions can be decided at once. Good boards of di- 
rectors hunger for the information and knowledge 
brought to them by members of the staff. Much 
good comes to the hospital, the board of directors 
and the staff by such close relationship. 


And so, in the changing order we find or at least 
think we find it necessary to make changes in our 
plans for hospital organization. The basic condi- 
tions remain the same, the first purpose being to 
give the very best medical care to all the people, 
and the second purpose being vows of loyalty and 
industry by the members of medical staffs to the 
hospitals. It doesn’t make any great difference 
whether these purposes are made possible by certi- 
fied men or good general practitioners. Medicine 
and hospitals will make the necessary changes as 
indicated after careful consideration. They will be 
made slowly and carefully with the thought always 
before us that American medicine now leads the 
world in its care of the sick. We aim to keep it so. 





——hMsms 


RADIATION SUPPLANTS REFRIGERATION 


Sterilization of food by radiation for one millionth of 
a second is announced by two Brooklyn scientists, Dr. 
Arno Brasch and Dr. Wolfgang Huber. The food to 
be sterilized is subjected to bombardment with electrons 
which have from five hundred thousand to one million 
times the intensity of x-rays. After being subjected to 
this treatment, eggs, meat and fish keep perfectly for 
twelve days at a high temperature. Furthermore, milk, 
meat, blood plasma, and other materials already con- 
taminated can be purified. The cost is so small that it 
will not affect prices——Good Health, April, 1947. 
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Cardiac Complaints and 
Chronic Nonspecific 
Prostatitis 


By Joseph A. Winter, M.D. 
St. Joseph, Michigan 


AS OF US HAVE, at one time or another, seen 

patients whose complaints are apparently car- 
diac in origin; on examination, however, we can- 
not say with certainty that there is cardiac disease. 
The patient is convinced that he has some sort of 
heart disease and the physician must admit that 
there is justification for suspicion of cardiac dys- 
function. And even if we cannot prove that actual 
heart disease exists, we feel that we must make 
mention of that possibility to the patient. 


To the majority of patients, being told that there 
is a possibility, as yet unproved, of heart disease is 
practically the same as passing a death sentence on 
them. Auerback and Gliebe’ in their masterful 
article entitled “Iatrogenic Heart Disease” have 
emphasized the dangers of carelessly imparting 
such information to the patient. These authors 
feel that the complaints which originally brought 
the patient to the doctor were, in the main, psycho- 
genic. 


This article is by no means an attempt to refute 
Auerback’s astute observations. It is well known 
that emotional disturbances can be reflected in 
cardiac dysfunction. There are, moreover, numer- 
ous conditions within or below the diaphragm 
which can imitate cardiac disease. This article 
will attempt to show that there is yet another 
extracardiac condition hitherto unmentioned in 
the literature which must be considered in any case 
suggesting coronary disease. 


Case Reports 


Case 1.—L. S., a white male, aged forty-nine, a busi- 
ness executive, had a sudden attack of pain in the 
cardiac region while walking on the street. He was 
taken to a near-by hospital in an ambulance and ad- 
mitted as the patient of another doctor. At the time 
of admission his blood pressure was 140/70, pulse 128 
and irregular. (This irregularity was reported on the 
nurse’s notes and was not noted on physical examina- 
tion.) Physical examination was otherwise apparently 
negative. Blood count and urinalysis gave results with- 
in normal limits. X-ray of the lungs was negative. 
The electrocardiogram (Fig. 1) was described as normal, 
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the consultant noting that “the cardiac problem is a 
clinical one.” Nevertheless, it was necessary to admin- 
ister oxygen to control the dyspnea, and morphine and 
dilaudid to control the pain. 
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In spite of the lack of proof of a lesion in the coronary 
arteries, the diagnosis on discharge was coronary dis- 
ease, and the patient left the hospital firmly convinced 
that he was in imminent danger of sudden death. 


Shortly after this (May, 1945) he was examined at 
Billings Hospital in Chicago. All the laboratory find- 
ings, including the electrocardiogram (Fig. 2), were 
normal. The patient was dismissed without a definite 
diagnosis having been made, although it was felt that 
he did not have a coronary thrombosis. 


He was seen by me in December, 1945, at which 
time he intimated that he was convinced that there was 
something wrong with his heart. He complained of 
“gas crowding his heart,” precordial pain and a sensation 
of suffocation. Further questioning elicited the com- 
plaints of nocturia and dribbling after urination. Ex- 
amination of the prostate gland revealed that organ to 
be swollen and tender; with the third massage the secre- 
tion showed pus. Prostatic massages were given twice 
a week, and by March, 1946, he no longer had any 
complaints referable to his heart. The gaseous disten- 
sion had also disappeared and his prostatic smear was 
normal. From the latest report he was still feeling quite 
well, enough so that he apparently needed no further 
medical attention. 
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Case 2.—G. P., a white male, aged forty-three, a 
business executive, began having attacks of pain in the 
chest in January, 1944. The pain was substernal in 
location and was referred to the epigastrium and to the 





Fig. 2. Recheck electrocardiogram for Case 1, also described 
as normal. 


left shoulder and arm. Pain was most apt to be no- 
ticed on lying down, although it was occasionally felt 
after exertion and, rarely, during cold weather. He was 
told that he had coronary heart disease and was ad- 
vised to curtail his activities as much as possible. An 
electrocardiogram (Fig. 3), taken in October, 1945, 
was reported as showing left ventricular preponderance 
and “suggesting coronary insufficiency.” 


In January, 1946, he consulted me because of gaseous 
distension, frequent belching and abdominal discomfort 
which, he said, “made his heart worse.” He did not 
give a history of qualitative food dyscrasias which might 
suggest chronic gall-bladder disease. In the course of 
physical examination the only positive finding of note 
was that his prostate was swollen and tender; the secre- 
tion showed 2 plus pus, the cells being found singly 
and in clumps. Dilute hydrochloric acid was pre- 
scribed; this controlled the gassiness. On February 16 
he discontinued the HCl and noticed that his heart 
skipped beats. This irregularity disappeared after re- 
sumption of the acid. By April, 1946, after having had 
prostatic massages once or twice weekly, -he was feel- 
ing much better; he was able to spend a full day on a 
fishing trip without discomfort from his heart. He 
still notices, at infrequent intervals, pain in the chest 
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when he first lies down. This is relieved promptly by 
belching. 


Case 3.—F. E., a white male, aged thirty-four, factor, 
worker. He complained of pain in the chest in the left 


Fig. 3. Electrocardiogram for Case 2, reported as showing left 
ventricular preponderance and suggesting coronary insufficiency. 


midclavicular line at the level of the fourth rib; this 
pain was occasionally referred to the apex region or 
to the left shoulder. This pain had no relationship 
to exertion but was more noticeable after emotional dis- 
turbance. He had consulted several physicians for relief 
from this pain and had had several electrocardiograms 
taken, all of which were reported to be normal. 


He first consulted me in March, 1946, with the above 
complaint. Further questioning elicited the history of 
occasional dysuria, occasional dribbling after urinating, 
impotentia eregendi and premature ejaculation. The 
prostate gland was found to be swollen and very tender, 
the secretion showing 4 plus pus. He was given prostatic 
massages once or twice weekly. At the present time he 
is completely free from all his previous complaints. 


Case 4.—The author had an attack of severe substernal 
pain in July, 1944. This pain came on in the middle 
of the night and was accompanied by vomiting. An 
electrocardiogram taken the following day (Fig. 4) was 
interpreted by several of my colleagues as being definitely 
suspicious for coronary occlusion. The advice given 
me included, “wait and see,” “take it easy,” and “go 
to bed for six weeks.” After several weeks of marked 
limitation of all unnecessary activity, further examina- 
tions were made, including the electrocardiographic re- 
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sponse to oxygen deficiency; the consultant told me 
that coronary disease could not be proved and to try to 
resume normal activity. 

I still noticed substernal pain and pain in the left 














Fig. 4. 
suspicious for coronary occlusion. 


Electrocardiogram for Case 4, interpreted as definitely 


shoulder on exertion or following overeating until Jan- 
uary of this year. At that time symptoms of chronic 
nonspecific prostatitis, for which I had been treated 
in 1943, again made their appearance. After several 
massages the chest pain disappeared and has not returned 
in spite of a rather active life. 


Discussion 


It has long been known that extra-cardiac condi- 
tions play a role in coronary disease. Hiatal hernia 
of the diaphragm, cholecystitis, cholelithiasis, and 
chronic gastritis are frequent imitators of coronary 
insufficiency. Gilbert* believes that there is an ac- 
tual decrease in coronary flow, and that this de- 
crease is due to a reflex coming from the over- 
distension of the stomach. Gubner* points out that 
abdominal disease can cause definite changes in 
the electrocardiographic tracing and he quotes 
Gottesman et al., who mention that abdominal 
surgery often gives electrocardiographic changes. 
Clark? states that functional derangement of diges- 

on and the irritable colon syndrome may also 
inimic or accent cardiovascular symptoms. 

This author, in a previous paper’® pointed out 


iat various vague gastrointestinal complaints, sug- 
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gestive but not typical of peptic ulcer and chole- 
cystitis, are apparently caused by chronic nonspe- 
cific prostatitis. As can be seen from the above 
case reports, it is possible to go one step further 
and show that the gastrointestinal complaints, 
prostatic in origin, can in turn cause cardiac man- 
ifestations. 

As far as can be determined, this is the first time 
that such relationship has been suggested. Har- 
rison’’® has extensively reviewed the literature re- 
garding chest pain; he makes no mention of pros- 
tatitis as a possible etiologic factor. 


It may be admitted at this time that there 
is no law against a patient having more than one 
disease at a time. It is possible that these patients 
reported may have had coronary disease and gall- 
bladder disease coexisting with the prostatitis. 
Moreover, some of these patients may in the future 
have an acute coronary occlusion. Nevertheless, 
in all these cases the greatest relief from chest pain 
was experienced only after the prostatitis had 
been brought under control. 

It is interesting to speculate on the mechanism of 
this relationship between prostatitis and chest 
pain suggestive of coronary heart disease. 
different explanations might be made: 


Several 


1. Prostatitis has been shown to be responsible 
for some cases of gaseous distension and other 
vague intestinal dysfunction. Through the so- 
called viscero-cardiac reflex, the heart may in turn 
be affected. 


2. The author has observed in several cases that 
patients with chronic nonspecific prostatitis will 
have symptoms of the male climacteric and that 
these symptoms will subside after treatment of the 
prostate, without the necessity of administering 
testosterone.* If we may postulate a testosterone 
deficiency as a result of prostatitis, it may be that 
massage of the prostate gland has the same effect 
as administering testosterone. It is well known 
that testosterone is effective in the treatment of an- 
gina pectoris; Waldman® has reviewed the cases 
of ten patients so treated and cites a complete 
list of references of other workers who have had 
similar experience. 


In this connection we should mention the work 
of Raab’ who believes that “angina upon effort is 
caused by the specific anoxiating effect of sudden 
suprarenal discharges upon the heart muscle whose 





*This author has now in progress an investigation to determine 
if there is any actual testosterone deficiency as a result of prostatitis; 
work has not sufficiently advanced to draw any conclusions as yet. 
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oxygen supply is inadequate due to sclerosis of the 
coronary arteries and their inability to dilate ade- 
quately.” 


It might be that, in the presence of a testosterone 
deficiency, the threshold of irritability of the ad- 
renal medulla is lowered, thus permitting the sud- 
den suprarenal discharges which Raab mentions. 
This is a point which will bear more investigation. 


3. Perhaps both of these mechanisms work 
together. The author has seen ten or twelve other 
patients with the combination of circumstances 
pointed out in the case reports cited; these other 
cases, however, are not so clear-cut and were there- 
fore not reported. The majority of these patients 
have a mild degree of hypogonadism, as mani- 
fested by small genitalia, flabby musculature and a 
tendency toward the girdle type of obesity. In 
other words, a man with an innate testosterone 
deficiency may be more susceptible to cardiac com- 
plaints if he gets a prostatitis. 


You will notice that no great effort has been 
made to differentiate between pseudocoronary 
disease and actual coronary disease, as related to 
prostatitis. For the purposes of this paper it is 
enough to point out that prostatitis is one cause of 
chest pain; whether the chest pain is that of actual 
coronary disease, whether it is a manifestation of 
a functional embarrassment of coronary circula- 
tion, or whether it is not connected with coronary 
function at all, cannot be decided at this time. 


Moreover, when prostatitis is found coexisting 
with chest pain, that pain can often be ameliorated 
by proper treatment of the prostate. From the 
patient’s standpoint this:is most valuable; it is 
this pain in his chest which brings him to the 
doctor and from which he seeks relief, no matter 
what the diagnosis. 


It is admittedly a wild flight of speculation to 
infer that prostatitis can actually cause coronary 
heart disease. Yet the possibility remains that pros- 
tatitis can cause a functional disorder of the cor- 
onary circulation, which if permitted to go on 
unchecked, can ultimately result in organic 
changes. The monumental work of Selye* shows 
that many of our degenerative diseases may be 
due to a breakdown of the hormonal adaptive 
mechanism. We should therefore not lose sight of 
the idea that prostatitis might give rise to an endo- 
crinopathy and thereby affect the heart. 


Ignoring the purely speculative aspects, we may 
still use this paper to point out a fact which can- 
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not be too often emphasized: all pain in the chest 
is not coronary disease, and we do our patients 
a distinct disservice when we, without having first 
exhausted all possibilities in the differential diag- 
nosis, intimate that coronary heart disease may be 
present. Chronic nonspecific prostatitis is one of 
these etiologic possibilities. 


It should also be pointed out that this paper is 
not intended to prove irrefutably that there is a 
relationship between prostatitis and apparent cor- 
onary disease. It is hoped, rather, that this will 
suggest and stimulate further investigation of a 
possibility hitherto unmentioned. 


Summary 


Chronic nonspecific prostatitis, in addition to 
other extra-cardiac disorders, may give rise to 
symptoms suggestive of coronary disease. 

Some speculations as to the possible mechanisms 
involved are suggested. 
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WASTE OF WAR 


“We have been told that the little sum of 300 billion 
dollars was expended by this country to fight the recent 
war, a small matter of seventy-five billion a year, or 
six and one-half billion a month, or only 650 million 
in thirty days. Dear Doctor, for the small cost of thirty 
days of warfare a million-dollar hospital building com- 
pletely equipped could have been placed in every county 
of the United States. Think of what could have been 
done with the proportionate expenditures that were 
made during the other forty-seven months of wartime 
waste.”"—H. B. Jenxins, M.D., The Journal of the 
Medical Association of Georgia, July, 1946. 
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HYPERTHYROIDISM—CRILE 


Treatment of Hyper- 
thyroidism 


Present Status 


By George Crile, Jr., M.D. 
Cleveland Clinic, Cleveland, Ohio 


HIOURACIL PROVED too toxic 

for standard use as either a 
definitive treatment for hyper- 
thyroidism or a means of pre- 
paring patients for operation. 
Its value was confined to cases 
of desperate surgical risk or to 
cases of recurrent hyperthy- 
roidism when considerations of 
surgical mortality or morbidity 

outweighed the dangers of toxicity. 

The disappointment felt by the profession in 
thiouracil and thiobarbital has prejudiced many 
physicians against the antithyroid drugs and has 
led them to regard with suspicion the more recent- 
ly developed thiouracil derivatives. This suspi- 
cion is poorly founded because propyl] thiouracil, 
developed by Astwood', has proved to have only 
a small fraction of the toxicity of the older drugs 
and, when given in adequate doses, is equally ef- 
fective. Collected figures indicate that at least 500 
patients have been treated with propyl thiouracil 
without a fatality and that there has been only 
one case of agranulocytosis, the etiology of which 
is in dispute. 

One hundred and ten patients have been treat- 
ed with propyl thiouracil at Cleveland Clinic in 
the past eight months, and in only one case has its 
use been discontinued because of possible toxicity. 
The patient from whom the drug was withdrawn 
developed leukopenia with 4,000 leukocytes but 
only 28 per cent granulocytes. Agranulocytosis 
has not occurred in these patients; there have been 
no skin rashes, no fevers, and no unpleasant side 
effects. 

Sufficient time has not elapsed to evaluate the 
end results of therapy with the antithyroid drugs. 
When thiouracil was used, nearly 20 per cent of 
the patients developed symptoms of toxicity, hence 
there was a tendency to discontinue the drug as 
soon as the metabolism reached normal. 
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This practice often led to a prompt recurrence 
of hyperthyroidism and to the attitude that the 
drug was incapable of producing a high percent- 
age of lasting remissions. The same situation must 
have arisen in the early days of thyroid surgery 
when the fear of technical complications prevented 
the surgeons from removing an adequate amount 
of thyroid tissue. 


We now have reason to believe that the inci- 
dence of lasting remissions following withdrawal 
of thiouracil or propyl thiouracil is directly pro- 
portional to the length of time during which the 
hyperthyroidism is kept in complete control. 
Studies by Astwood' indicate that long-standing 
remissions or possibly permanent cures may be ex- 
pected in from 70 to 80 per cent of the cases. In 
our experience, including a number of early cases 
in which it is now admitted that the drug was 
withdrawn too soon, incidence of long-standing re- 
missions has been slightly over 50 per cent. 


Propyl thiouracil has proved to have so little 
toxicity that we have abandoned the practice of 
repeatedly rechecking the leukocyte count. The 
patient is warned of the possibility of untoward 
reactions, and he is instructed to report a sore 
throat, fever, malaise, or skin rash. He is ambula- 
tory throughout and usually is able to continue to 
work. The basal metabolic rate is determined once 
a month for the first few months, and the dosage 
of the drug is varied accordingly. In most in- 
stances 150 to 200 mg. daily is required to control 
the hyperthyroidism, and 50 to 75 mg. to main- 
tain the remission. It is important to maintain the 
basal metabolic rate at a level lower than +10 
per cent. 


It has been suggested that remissions induced by 
the antithyroid drugs are not so complete as those 
following thyroidectomy, and that certain residual 
symptoms persist. In our experience this has not 
been true. Analysis of any large group of patients 
subjected to thyroidectomy for hyperthyroidism 
will show a certain number in which complaints of 
nervousness, weakness, and palpitation persist. A 
few of these may represent errors in diagnosis; 
others probably had a coexistent neuro-circulatory 
asthenia, functional disorder, or residual damage 
from the hyperthyroidism. In any case, no group 
of patients whose hyperthyroidism has been suc- 
cessfully controlled by thyroidectomy will all report 
100 per cent relief from symptoms, nor will all 
patients treated by thiouracil report 100 per cent 
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relief. Residual symptoms do not appear to be any 
more common in one group than in the other. 

It has also been suggested that carcinoma of 
the thyroid may occur in response to treatment 
with the antithyroid drugs. This suggestion finds 
little support in the experimental work of Purves? 
et al, in New Zealand, whose studies indicate that 
in mice it requires a year of continuous treatment 
with antithyroid drugs to produce even an ade- 
noma. A year, to a mouse, is perhaps the physio- 
logic equivalent of many years in a man, and to 
date there has been no clinical evidence of the 
development of tumors in patients treated with the 
antithyroid drugs. In the majority of patients 
treated with propyl thiouracil the glands become 
smaller and softer, and adenomatous changes have 
not been observed. 

Carcinoma of the thyroid is rarely seen in the 
presence of frank hyperthyroidism.: In a series of 
249 carcinomas of the thyroid treated at Cleveland 
Clinic, no cases of indisputable hyperthyroidism 
were observed. Extensive metastasis may simulate 
hyperthyroidism, and occasionally the basal met- 
abolic rate may be a little elevated, but this is 
rare. The average basal metabolic rate of the 
group was 0.3 per cent. 

There is a rare tumor of the thyroid classified 
by Dr. Allen Graham as a “carcinoma not arising 
in an adenoma” which is in reality a type of car- 
cinoid. The tumors in this group have always 
been very small and were discovered accidentally 
in a thyroid gland removed for some other reason. 
None of these patients have had recurrence of the 
tumor. No doubt one of these “carcinoids” will 
be removed from a patient who has had an anti- 
thyroid drug, and controversy will arise as to 
whether the drug was responsible for its develop- 
ment. In general, fear of carcinoma in patients 
with frank hyperthyroidism is poorly founded. 

One of the most important factors in determin- 
ing whether the definitive treatment of hyperthy- 
roidism should be by thyroidectomy or by the anti- 
thyroid drugs is the consideration of the basic 
physiology involved in a thyroid remission. Is 
there any reason to believe that the remission in- 
duced by operation is any more complete, any 
more lasting, or any more physiologic than fol- 
lowing the use of propyl thiouracil? 

When hyperthyroidism arises as the, result of 
functional activity in a long-standing adenoma, 
it is not surprising that removal of the benign 
tumor responsible for the hyperthyroidism is fol- 
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lowed by a low incidence of recurrent hyperti:y- 
roidism. The factors responsible for the devel- 
opment of the original adenoma may no longer be 
in operation, and if excision has been complete 
there is no reason for the hyperthyroidism to recur, 

In diffuse goiter with hyperthyroidism, however, 
the entire gland is stimulated to hypertrophy, 
hyperplasia, and hyperfunction by causes which 
are not fully understood. It seems unlikely that 
the primary seat of the disease is in the thyroid 
gland itself. Moreover, subtotal thyroidectomy 
does nothing to eliminate the factors that origi- 
nally stimulated the hyperplasia and hyperfunc- 
tion. Hence, the surprising clinical feature is not 
that hyperthyroidism occasionally recurs but rath- 
er that the disease does not “always” recur. 

The incidence of persistent hyperthyroidism fol- 
lowing operation is easy to determine. Persistence 
of hyperthyroidism usually represents a technical 
error resulting from insufficient removal of thyroid 
tissue. This accident is rare and occurs only in 
a fraction of 1 per cent of all cases of hyperthy- 
roidism if thyroidectomy has been well done. The 
true incidence of recurrent hyperthyroidism, on 
the other hand, is most difficult to determine and 
will depend almost entirely on the length of the 
followup. Although the greatest incidence of re- 
current hyperthyroidism is in the first five years 
following thyroidectomy, the disease may recur at 
any time. A patient may remain well for twenty 
years only to develop late in life recurrent hyper- 
thyroidism. It is estimated that the over-all inci- 
dence of persistent and recurrent hyperthyroid- 
ism after an adequate thyroidectomy does not ex- 
ceed 5 per cent. 

If these figures are further broken down to 
separate the diffuse goiters with hyperthyroidism 
(true Graves’ disease) from the nodular goiters 
with hyperthyroidism, it is apparent that the ma- 
jority of patients with recurrent hyperthyroidism 
are those who had diffuse hyperplastic goiters. It 
is the true exophthalmic goiter that has the highest 
tendency to cause recurrent hyperthyroidism after 
thyroidectomy. 


Total thyroidectomies are seldom performed in 
the treatment of hyperthyroidism because of the 
prohibitive incidence of parathyroid tetany. 
Studies conducted in relation to total thyroidec- 
tomy for heart disease and experiments on animals 
have shown that unless every vestige of thyroid 
tissue is removed, regeneration of the thyroid 
promptly restores its function to normal. This 
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regeneration occurs as a compensatory hypertro- 
phy and hyperplasia stimulated by the pituitary 
gland in response to a deficiency in circulating thy- 
roid hormone. Since (1) the thyroid remnants 
are capable of regeneration, (2) a considerable 
portion of the thyroid remains following subtotal 
thyroidectomy, and (3) the true causes of hyper- 
trophy, hyperplasia, and hyperfunction of the 
thyroid in hyperthyroidism are not removed by 
thyroidectomy, why is it that the remnants of the 
thyroid do not always enlarge and cause recur- 
rence of the disease? 

On the basis of present knowledge there is no 
answer to this question unless it is assumed that 
subtotal thyroidectomy breaks a link in a “vicious 
circle” of nervous and/or endocrine disorders. It 
is possible that thyroidectomy, by accomplishing 
a reduction to or below normal in the output of 
thyroid hormone, secondarily causes a subsidence 
of the factors that incite the thyroid gland to hy- 
perfunction. 

In any case it is clear that thyroidectomy for 
diffuse goiter with hyperthyroidism is empiric 
in approach, unpredictable in outcome, and un- 
physiologic in principle, but from a clinical stand- 
point is safe, simple, and satisfactory. An unphys- 
iologic procedure is proved empirically to be a 
sound clinical treatment. Is the treatment of hy- 
perthyroidism with propyl thiouracil more pre- 
dictable in its end results or more physiologic than 
removal of the gland? 

So far as has been determined, the effect of 
propyl! thiouracil is primarily on the thyroid gland. 
By blocking formation of active thyroid hormone, 
propyl thiouracil accomplishes a physiologic in- 
stead of an anatomic subtotal thyroidectomy. If 
given in large enough doses over a long enough 
period of time, it might often produce the physi- 
ologic equivalent of a total thyroidectomy. 

The same questions can be asked about the re- 
sults obtained with propyl thiouracil as were asked 
about those following thyroidectomy. Why does 
not the hyperthyroidism invariably recur after 
withdrawal of the drug? Thiouracil, so far as is 
known, has no more effect than thyroidectomy on 
the master system that first stimulated the thyroid 
gland. Nevertheless, following thiouracil therapy, 
prolonged remissions have been obtained in at 


‘least 50 per cent of the patients. How long these 


remissions will last is uncertain. It would appear 
that physiologic thyroidectomy by thiouracil ther- 
apy breaks the “vicious circle” just as anatomic 
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thyroidectomy does. When a remission is obtain- 
ed with thiouracil the end results are unpredictable, 
just as they are following thyroidectomy. Recur- 
rence of hyperthyroidism, however, appears to be 
more common after a course of thiouracil than 
following an adequate thyroidectomy. 

When severe postoperative hypothyroidism or 
myxedema occurs, the subsequent development of 
recurrent hyperthyroidism is extremely rare. I 
do not believe that this is because there is insuf- 
ficient thyroid tissue left to regenerate and cause 
a recurrence if the stimulating mechanism were in 
operation. It seems more reasonable to suppose 
that in these cases the “vicious circle” is more 
completely broken by induction of severe hy- 
pothyroidism. 

Long-standing remissions following thiouracil 
therapy were few because the toxicity of the drug 
was too high to permit its continued use. Since 
propyl thiouracil is less toxic, and large doses can 
be given safely over a long period of time to 
produce a complete remission and to maintain it 
indefinitely, the “vicious circle” may be so com- 
pletely interrupted that recurrences will be rare. 

Subtotal thyroidectomy and treatment with the 
antithyroid drugs accomplish essentially the same 
end by different means. Both methods of treat- 
ment depend upon inducing a temporary remis- 
sion of the hyperthyroidism. During this remis- 
sion the “vicious circle” of the pathologic physi- 
ology is broken, and in those patients who are to 
remain well, the abnormal stimulation of the 
thyroid is abolished. | 

Any drug which is as safe as a surgical operation 
and which can accomplish the same ends with- 
out incurring discomfort and occasional morbidity, 
to say nothing of loss of time from work and the 
expense of hospitalization, is a better therapeutic 
measure than surgery. Propyl thiouracil fulfills 
these qualifications and does not have the disad- 
vantage of marked toxicity. A drug has been 
found which can safely and apparently in many 
cases completely break the “vicious circle” of thy- 
roid stimulation and produce a lasting remission 
after its withdrawal. 


It is now possible to replace anatomic thyroidec- 
tomy by physiologic thyroidectomy, and it is hoped 
that remissions so induced will be as permanent 
and as satisfactory as are obtained by thyroidec- 
tomy. If they do not prove so, it will be necessary 
either to give small maintenance doses of propyl 
thiouracil for an indefinite period of time or at 
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completely controlled, to resort to thyroidectomy. 
For the present, at least, there seem to be no in- 
dications for thyroidectomy in diffuse goiter with 
hyperthyroidism. 


In adenomatous goiter the situation is somewhat 
different because of the presence of one or more 
tumors in the thyroid. These are of cosmetic im- 
portance, tend to enlarge, tend to produce symp- 
toms of pressure, and are of possible significance 
in respect to malignancy. Because tumors of any 
organ are potentially troublesome, and because the 
risk of operation is slight unless the hyperthyroid- 
ism is severe, it is preferable in the majority of 
cases to prepare the patient with iodine and re- 
move the goiter. If the hyperthyroidism is severe, 
if the patient is over fifty years of age, or if there 
be cardiac complications or other factors to in- 
crease the risk of operation, the metabolism is 
reduced to normal by propyl thiouracil before 
thyroidectomy is undertaken. 


If the propyl thiouracil is discontinued two or 
three weeks before thyroidectomy and iodine is 
given, as suggested by Lahey’, the technical dif- 
ficulties of thyroidectomy are not significantly in- 
creased. 


In the aged or in those in whom life expectancy 
is short, even adenomatous goiter can be treated 
definitively with propyl thiouracil with good results. 
In view of the fact that hyperthyroidism can be 
controlled with safety in patients not intolerant 
of the antithyroid drugs, it does not seem reason- 
able to assume the needless risk of operation upon 
a patient with severe or complicated hyperthy- 
roidism without first completely controlling all 
signs of toxicity and reducing the basal metabolic 
rate to normal. 


Summary 


1. Thiouracil proved too toxic for general use 
in the treatment of hyperthyroidism. 


2. Propyl thiouracil has had an adequate trial. 
for evaluation of its toxicity and efficacy, and it 
has proved both safe and effective. 


3. The symptoms of hyperthyroidism are as 


effectively controlled by propyl thiouracil as by 
thyroidectomy. 


4. The final evaluation of the incidence and 
permanency of remissions following withdrawal 
of antithyroid drugs cannot be made at this time. 
If the hyperthyroidism is completely controlled 
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some subsequent date, with the hyperthyroidism 


by giving the antithyroid drugs for periods of from 
six months to a year, it is thought that at least 
75 per cent of the patients will obtain lasting re- 
missions. 


5. As yet there is no evidence that treatment 
of hyperthyroidism with antithyroid drugs in- 
creases the danger of carcinoma of the thyroid. 


6. Propyl thiouracil accomplishes a physiologic 
rather than an anatomic thyroidectomy, and the 
mechanism by which it produces a remission is 


comparable in many respects to that of thyroidec- 
tomy. 


7. At the present time it appears that propyl 
thiouracil is the treatment of choice for diffuse 
goiter with hyperthyroidism, and that thyroidec- 
tomy is seldom indicated. 


8. Because adenomatous goiters are tumors of 
the thyroid and because tumors are potentially 
dangerous, thyroidectomy is still the treatment of 
choice for most nodular goiters of significant size. 


9. The majority of patients with nodular goi- 
ters and mild hyperthyroidism are best prepared 
for operation with iodine. 


10. Propyl thiouracil is used in the preopera- 
tive preparation of patients with severe hyperthy- 
roidism, of patients over fifty years of age, and 
of patients with complications increasing the risk 
of operation. 


11. Nodular goiter with hyperthyroidism oc- 
curring in aging patients or in patients with short 
life expectancy can be successfully and definitively 
treated with propyl thiouracil. 


12. The toxicity of propyl thiouracil is so low 
that it is not necessary to make repeated leukocyte 
counts or to observe the patients more than once 
a month. 
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Little Joe Genius says— 


I see where state medical society dues are high in 
some states. One state pays $111, three pay $50, one 
pays $40, two pay $35, one $33, two $30, seven $25, 
and four pay $20. But these are mostly pikers when 
compared with any well-organized union. 
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Paralysis of the Larynx 


By Louis H. Clerf, M.D. 
Philadelphia, Pennsylvania 


oe OF A vocal cord 

rarely is caused by disease of 
the larynx. The causes must be 
found within the thoracic cage 
and mediastinum, neck or cra- 
nial cavity. Paralysis usually is 
secondary to a lesion of a per- 
ipheral nerve. Disease of the 
central nervous system is re- 
sponsible for about 10 per cent 
of all cases. Paralysis of a vocal cord, therefore, 
more often is a problem for the internist and gen- 
eral practitioner than for the laryngologist. It 
should not be considered as a distinct clinical en- 
tity but as a symptom or a local manifestation of 
disease elsewhere. 


Although agreement is not unanimous on the in- 
nervation of the larynx, the views expressed by 
Onodi are generally accepted, namely, that all the 
muscles of the larynx except the cricothyroideus 
are innervated unilaterally by the corresponding 
recurrent laryngeal nerve. The arytenoideus, an 
unpaired midline muscle, is supplied by both right 
and left recurrent nerves. The cricothyroideus is 
supplied by the corresponding external subdivision 
of the superior laryngeal nerve. 


The terminology applied to the position of the 
paralyzed vocal cord also appears complicated. 
References are made to median, paramedian, mid, 
adductor, abductor, phonatory, intermediate and 
cadaveric positions. Obviously there are but three 
positions that the vocal cord can assume, namely, 
(1) in the midline or in a position of adduction, 
(2) in a position of abduction, and (3) in a posi- 
tion midway between these, that is, between abduc- 
tion and adduction. There usually is some relaxa- 
tion of the cord, although often this may be so 
slight that there is no interference with the speak- 
ing voice. In observing cases of paralysis, particu- 
larly unilateral, one must take into account the bi- 
lateral innervation of the arytenoideus muscle, 
which may produce tilting of the paralyzed aryte- 
noid towards the midline, suggesting that there is 
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adductor movement. 
must be given the cricothyroideus which, although 
primarily a tensor muscle of the vocal cord, also 
exerts some adductor action. This is observed in 


In addition, consideration 


bilateral paralysis. of the larynx. 


Paralyses commonly are classified as central and 
peripheral in origin. Among the chief causes of 
central paralysis are progressive bulbar paralysis, 
tabes, syphilitic arteritis, syringomyelia, dissemi- 
nated sclerosis, vascular accidents, trauma involv- 
ing the base of the skull, tumors and abscesses. 
Bilateral paralysis of the larynx of central origin 
would be more readily recognized because of the 
occurrence of dyspnea and hoarseness. Unilateral 
paralysis probably often is overlooked because of 
its association with other more obvious paralyses. 


Peripheral lesions may involve the vagus nerve 
at the jugular foramen, the superior laryngeal 
branch in the neck, and the recurrent or inferior 
laryngeal branch in the neck or mediastinum. 
These may be conveniently subdivided according 
to the cause: 

Mechanical 
Traumatic 
Neoplastic 
Inflammatory 
Idiopathic 


Among the common mechanical causes which 
produce pressure on the recurrent nerve are aneu- 
rysm of the aorta and cardiac enlargement. 

Paralysis following traumatic causes is one of the 
most frequently observed groups. This may be sur- 
gical or nonsurgical. Of the surgical, thyroidec- 
tomy is the most common, although paralysis has 
been observed occasionally following diverticulec- 
tomy. While injury to the recurrent nerve during 
thyroidectomy is variously explained, it occurs dur- 
ing the course of the operation and is the result 
either of incising, pinching, clamping, or including 
the nerve in a ligature or tearing it loose at the 
point where it enters the larynx. Not infrequently 
the paralysis occurs bilaterally. In a group of 
sixty-one cases of paralysis following thyroidectomy 
observed in this clinic, thirty-three were bilateral 
and twenty-one of these required tracheotomy for 
dyspnea. 

In unilateral paralysis occurring during the 
course of thyroidectomy, there may be no voice 
disturbances and there commonly is no dyspnea. 
The paralysis frequently is not discovered unless 
the larynx is examined. In bilateral paralysis the 
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common symptoms are dyspnea and stridor which 
may occur while the patient still is on the operating 
table. Voice disturbances also are common early, 
but within a few days the conversational voice 
may be normal although the patient exhibits dysp- 
nea when talking. 

The sound of the voice is not a good criterion 
for determining the presence or absence of paraly- 
sis of the larynx. Loss of tension of the vocal cord 
rarely is observed in this group, and if the larynx 
is observed only during phonation, it exhibits a 
normal appearance. 

Other traumatic causes include gunshot and stab 
wounds and massive trauma to the neck. These 
often are associated with direct injury to the larynx 
itself so that one must differentiate between cica- 
tricial changes, disturbances of the cricoarytenoid 
joint, and paralysis. 

Among the neoplastic causes, carcinoma of the 
esophagus has been found the most frequent, due 
to the growth infiltrating the esophageal wall and 
involving one or both recurrent nerves. Carcinoma 
of the thyroid gland and trachea and metastasis to 
mediastinal lymph nodes from carcinoma of the 
bronchus are not infrequent causes. We have ob- 
served six cases of paralysis of the larynx occurring 
as the initial symptom of recurrence in operated 
cases of mammary gland cancer. This proved to 
be due to metastasis to mediastinal lymph nodes. 

Unfortunately, practically all of the cases of pa- 
ralysis secondary to malignant tumors are not 
amenable to any plan of therapy once the diagnosis 
has been made. 

Tumors of the thyroid gland, unless malignant, 
rarely are associated with paralysis of the larynx 
irrespective of their size. A safe working rule is to 
assume that any tumor of the thyroid gland asso- 
ciated with paralysis of a vocal cord probably is 
malignant. 

Among the inflammatory group are paralysis 
due to toxic neuritis, particularly lead poisoning, 
also occurring during the course of acute infections 
and probably of viral origin. It is difficult to es- 
tablish the cause in these, and some must be classi- 
fied as idiopathic. Six cases of unilateral paralysis 
occurring in young adults, in association with what 
was described as a grippe infection, have been ob- 
served. There was adduction of the vocal cord 
with loss of tension and marked hoarseness. All of 
these cases ultimately made a complete recovery 
within five or six months. 

The diagnosis of paralysis of the larynx usually 
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can be made without difficulty. Whenever possible, 
the larynx should be examined by mirror laryn- 
goscopy, for the use of a direct laryngoscope may 
interfere with determining the degree of motility of 
a vocal cord. Observing the vocal cords during in- 
spiration and phonation will give one sufficient in- 
formation to determine if there is present a unilat- 
eral or bilateral paralysis. If there is question, the 
cords should be observed during cough. This lat- 
ter aid is of value in so-called functional paralysis, 

Determination of the cause of the paralysis is 
more difficult. It is important to secure a complete 
history, for this often will give a clue to the etiol- 
ogy. Routine roentgen studies of the chest should 
be carried out. In addition, serological tests of the 
blood may be made. Functional study of the swal- 
lowing function is indicated if there are symptoms 
referable to the esophagus. Patients with paralysis 
of the larynx frequently have dysphagia due to in- 
terference with the protective function of the 
larynx. A neurological examination, direct laryn- 
goscopy, bronchoscopy and esophagoscopy may be 
required. In spite of complete studies a certain 
number of cases of paralysis, approximately 10 to 
12 per cent, will remain unsolved so far as the 
etiology is concerned. These have been listed as 
idiopathic cases. Probably some are of toxic origin. 
Others may be the result of pinching of the nerve 
by thickened pleura along the mediastinal aspect 
of the upper lobe of the lung, particularly the left. 

Treatment presents a difficult problem. There is 
no known medical treatment which will restore 
function. As a rule, the cause cannot be removed. 
In the unilateral there is no dyspnea, and the only 
disability is huskiness or hoarseness. In the bilat- 
eral case, dyspnea occurs only if the tension of the 
cords is good. Loss of tension causes marked 
hoarseness and interferes with cough but provides 
an ample airway. Tracheotomy always is indicated 
in the presence of dyspnea. 

The fate of the paralyzed cord is dependent on 
the cause. In paralysis following thyroidectomy or 
diverticulectomy, or occurring during an acute in- 
fection, there may be restoration of function in 
four to six months. One rarely sees function return 
after six months. One therefore should defer any 
plan of surgical treatment, except tracheotomy, un- 
til at least six months after the occurrence of 
the paralysis. 


Treatment.—Attemps at anastomosis of the re- 
current nerve have been carried out but the results 
(Continued on Page 484) 
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Determination of Unmet Need 
for Medical Attention Among 


Michigan Farm Families 


By Charles R. Hoffer and Edgar A. Schuler 
Michigan State College 


In co-operation with 
Rosalie Neligh, M.D., and Thomas Robinson, M.D. 
University of Michigan Medical School 


F@ A LONG TIME there has been general recog- 
nition of the fact that many rural people need 
more medical attention than they actually receive. 
Low income of many farm families, distance to a 
doctor, cost of medical and hospital facilities, and 
unwillingness of some persons to go to a doctor, 
even when one is near at hand, are some of the 
_ circumstances that contribute to this problem. 
Beyond these broad statements there is a lack 
of reasonably accurate information on what pro- 
portion of the rural population actually has insuf- 
ficient medical care, or the extent to which the 
unmet need varies among different localities. In 
the absence of this information, doctors, hospital 
administrators, and public health workers have 
to depend largely on their own estimates of the 
medical needs of the population in either rural or 
urban communities. Naturally the available mor- 
tality and morbidity data are useful to some extent, 
but they are accurate only when medical care is 
employed. They do not serve, nor are they in- 


tended to serve, as measures of unmet need 
for medical care. It seems obvious that more 
exact data to show the extent of need for 


medical attention would aid the doctor and the 
health worker to predict with greater accuracy the 
probable or potential demands for their services. 
Also information of this kind might increase the 
awareness of other leaders in a given community 
regarding its own health problems. 

The present article describes first a method and 
second an experiment to determine the validity 
of that method, designed to measure the need for 
medical attention among farm people. It should 
be pointed out at the beginning that the proposal 
is not intended to be a substitute for a physical ex- 


. This is Journal Article No. 864 (N.S.), Michigan Agricultural Ex- 
periment Station. The Committee on Rural Medical Service of the 
Michigan State Medical Society has recommended publication of this 
article because of its bearing on the problems falling within the 
province of the committee. 

Grateful acknowledgment is made to the Michigan Rural Re- 
habilitation Corporation which helped to finance the cost of certain 
tabulations used in this article. 


ApRIL, 1947 


MICHIGAN FARM FAMILIES—HOFFER ET AL 


amination or to provide a diagnosis of particular 
ailments. Diagnosis is a function of the physician. 
The function of the method here presented is to 
measure for a given community or population 
group the relative frequency of need for medical 
care. 


Characteristics of Medical Needs Schedule 


It was assumed that a method to measure med- 
ical needs, both in terms of their existence and the 
extent to which they are met or unmet, would 
have to be relatively simple and inexpensive if it 
were to be used with large numbers of families. 
Admittedly, the ideal would be physical examina- 
tion of the population by qualified physicians. The 
latter procedure, however, is expensive, and at 
present most physicians are too busy to have time 
for such exploratory work. Consequently, an at- 
tempt was made to devise a method that would 
make it possible for a lay interviewer to obtain the 
desired type of information. The development of 
this method will be described in the next section. At 
this point its essential elements may be described 
as follows: 


1. It is a list of questions on the presence or ab- 
sence of certain symptoms, ailments, or conditions, 
based on the questions ordinarily used by doctors in 
taking a patient’s medical history. 

2. The questions are of sufficient medical im- 
portance that if any one is reported positive for a 
family member, that person is regarded as having 
a need for medical attention, at least to the extent 
of consulting a physician and perhaps obtaining 
a thorough examination. 

3. These questions are stated in a way that an 
informant possessing an ordinary vocabulary can 
readily understand them. 

4. Questions about symptoms are worded so 
that a person without medical training, if prop- 
erly instructed and supervised, can obtain the de- 
sired information. A set of instructions has been 
developed to help standardize the procedure. 


5. The schedule is planned so that one member 
of the family, preferably the housewife, is called 
upon to give the information about herself and 
other members of her family. 

6. The answers to the questions are recorded by 
symbols to show whether a person reporting a pos- 
itive symptom has seen a medical doctor about it, 





+Comparison of results of interviews with wives reporting from 
192 families, with those of husbands reporting for 102 families, 
showed no outstanding differences. Likewise, results secured by a 
man interviewer with 22 families were similar to those reported by 
a woman interviewer of 31 families in the same county. 
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TABLE I. PERCENTAGE OF INDIVIDUALS NEEDING 
AND NOT NEEDING MEDICAL CARE 


As determined by Medical Needs Schedule and confirmed 
or not confirmed by medical examination, based on 
a sample of 153 individuals, Michigan, 1946. 








Per Cent 





Schedule data confirmed by medical examinations: 80.0 
Persons needing medical attention _ 40.0 
Persons not needing medical attention 40.0 

Schedule data not confirmed by medical examination: 20.0 


Persons needing medical attention according to 
Medical Needs Schedule but not according 
to medical examinations 6.0 
Persons not needing medical care according to 
Medical Needs Schedule but needing medi- 
cal care according to medical examinations 14.0 








has seen a non-medical practitioner, or has used 
home remedies only. Thus it is possible to appraise 
the proportion of persons in a given group having 
unmet medical needs. 


Development of Medical Needs Schedule 


In the summer of 1944 the Bureau of Agricultur- 
al Economics, in the United States Department of 
Agriculture, obtained the assistance of physicians 
attached to the United States Department of Agri- 
culture in the development of a series of questions 
designed as an exploratory schedule to measure 
health conditions and health care needs of farm 
families. These questions constituted one section of a 
lengthy standard and level of living schedule which 
included such phases as food, clothing, housing, 
transportation, and education. 


This exploratory schedule was tested with a 
small number of families in a rural county in New 
Jersey. The schedule was then revised in consulta- 
tion with the co-operating physicians and again 
tried out with rural families in several states: New 
York, Pennsylvania, Virginia, South Carolina, 
Tennessee and Alabama. Over forty symptom 
questions were included in the revision of the 
schedule for the second field test. Data were ob- 
tained on about 200 persons in 41 families. These 
data were then carefully analyzed and further re- 
visions were made in the list of questions. The to- 
tal number was reduced to twenty-two, and at the 
same time the formulations which appeared’ to 
cause disagreement in the evaluation of co-oper- 
ating physicians were re-stated to guarantee more 
nearly a medically serious condition. For example, 
the question on headaches was changed from the 
simple statement, “headaches” to “persistent head- 
aches.”” A number of genito-urinary symptoms 
which tended to cause embarrassment to the lay 
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interviewer were dropped from the schedule. These 
included such items as “painful urination,” “bloody 
stools” and “constipation.” It is clear, therefore, 
that the final list of symptoms in the Medical 
Needs Schedule cannot be regarded as covering all 
the significant points which would be included in 
a physician’s questioning of a patient for his clin- 
ical history, but the final formulations of the ques- 
tions retained were regarded by the co-operating 
physicians as having unquestionable medical sig- 
nificance. 


This schedule was then used in a field test in 
Warren County, North Carolina. A lay interviewer 
secured the information from about forty families, 
and a United States Public Health officer put the 
same questions to the same informants a few days 
later. The reports showed sufficiently close agree- 
ment between the results of the lay interviewer and 
the physician to warrant further experimentation 
with the approach. 


The Michigan Experiment 


The Medical Needs Schedule was included in a 
study of the medical needs for farm families. in 
connection with a project sponsored by the Mich- 
igan Agricultural Experiment Station during the 
spring and summer of 1946. A total of 306 fam- 
ilies, selected according to scientific sampling pro- 
cedures, were interviewed in three counties, name- 
ly, Shiawassee, Kent and Cheboygan. The coun- 
ties themselves were also carefully chosen with due 
regard to such factors as density of population, 
number of persons per physician, purchasing pow- 
er, and other factors, so that the counties would 
represent as nearly as possible typical areas of the 
state. The data of this study are being used in a 
bulletin to be published by the Michigan Agricul- 
tural Experiment Station. 


Both because this study involved such a large 
number of families, and because precise evaluation 
of this approach was lacking, it seemed wise to 
validate the data regarding need for medical at- 
tention. This was accomplished by having a sam- 
ple of the families who were interviewed receive a 
medical examination so the findings of the two 
approaches could be compared. Such a procedure, 
it was thought, might provide a crucial test of the 
method. Before the Michigan Study was started, 
however, decision was made to test five additional 
symptoms, namely, lumps or discolored patches on 
the skin, asthma, repeated or persistent bleeding 
of the gums, sore mouth due to bridges or plates, 


Jour. MSM5 





and iné 
missing 
include 
ule use 


Plan 
ti 


had 
hea 
tail: 
pha 
sub 
wel 
am 
par 
ties 
lab 
for 


Ap 











and inability to chew food on account of sore or 
missing teeth. Thus the total number of symptoms 
included in the form of the Medical Needs Sched- 
ule used in the Michigan Study was twenty-seven. 


TABLE II. 
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gan co-operated by making available the services 
of physicians to do the examinations.t Approxi- 
mately every sixth family interviewed with the 
schedule was selected in a random fashion and was 


DISTRIBUTION OF 124 POSITIVE SYMPTOMS REPORTED BY 


MEDICAL NEEDS SCHEDULE AND CONFIRMED OR NOT CONFIRMED 
BY MEDICAL EXAMINATION 


Involving 82 individuals in a sample of 153 persons 
who were examined, Michigan, 1946. 




















| 
Symptom 
Symptom | Neither | Symptom 
Symptom Confirmed | Confirmed Not Total 
Nor Denied Confirmed 

Persistent pains in the joints 7 0 8 15 
Toothache 4 6 4 14 
Poor vision: for distant or close work, such as reading 7 4 1 12 
Repeated or persistent backache 7 1 2 10 
Persistent skin rashes or itching of skin: breaking out 

(one week or more) 3 2 4 9 
‘“‘Rupture”’, hernia, or wearing of truss 6 1 1 x 
Repeated nosebleeds not due to blow or injury 5 2 0 7 
Asthma 6 0 0 6 
Persistent headaches 3 3 1 6 
Severe shortness of breath: after doing light work 4 0 2 6 
Accidental injuries: broken bones, head or severe injuries, 

accidental poisoning, snake bites, etc. 4 0 1 5 
Continued loss of appetite 3 1 1 5 
Unable to chew food: “‘sore teeth’’ or teeth missing 3 0 1 4 
Unexplained tiredness: regularly 1 3 0 4 
Sore mouth: due to plates or bridges 1 2 0 3 
Lumps or discolored patches on skin 0 1 2 
Running ear or ears: watery, bloody pus 2 0 0 2 
Fainting spells; stuttering; stammering; nervous break- 

down; fits; convulsions 0 0 1 1 
Open or running sores that do not heal: leg or foot ulcers, 

others 0 1 0 1 
Persistent cough (except cold in chest) 1 0 0 1 
Persistent pain in chest 1 0 0 1 
Repeated or persistent swelling of ankles: 

(two weeks or more) 1 0 0 1 
Repeated or prolonged pains in the stomach or anywhere 

in the abdomen 0 0 1 1 
Coughing or spitting blood 0 0 0 0 
Repeated or frequent bleeding of gums 0 0 0 0 
Repeated vomiting: (several days or more) 0 0 0 0 
Unexplained loss of weight: persons over 18: 10 pounds 

or more in past 6 months; persons under 18: any 

unexplained loss of weight 0 0 0 0 

Totals 69 26 29 124 

















Plan of Experiment to Test Validity of Informa- 
tion Obtained with Medical Needs Schedule 


After the local medical society in each county 
had endorsed the project, and the local public 
health departments had agreed to assist with de- 
tails, arrangements were made for the validation 
phase of the study. In each of the three counties a 
subsample of the families included in the study 
were asked to come to a clinic for a medical ex- 
amination soon after the interview. The State De- 
partment of Health co-operated by providing facili- 
ties for chest x-rays, a blood test for syphilis, and 
laboratory services for analyzing urine specimens 
for albumen and sugar. 


The Medical School of the University of Michi- 
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asked to come to the clinic. Over 150 persons rep- 
resenting nearly fifty different families were ex- 
amined. The examinations were carefully done, 
and thorough except for the fact that it was not 
possible to make a detailed check of eyes and 
teeth. 


Comparison of Survey and Clinical Data 


The results of these examinations are shown in 
Tables I and II. It is clear from the figures in 
Table I that in eight out of ten cases there was 
agreement between the findings of the medical ex- 
aminations and the Medical Needs Schedule data 





--$Dr. Rosalie Neligh made the examination in Shiawassee County 
with the assistance of Dr. Roelof Lanting, county public health 
officer. In Kent County Dr. Thomas Robinson did the examining. 
In Cheboygan County Dr. Neligh had complete charge of 


examinations. 
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regarding need for medical attention. In this 
table “need for medical attention” includes both 
met and unmet needs. If certain items are 
omitted, mainly those involving dental or visual 
problems, the numbers of cases of agreement are 
increased from 123 to 130 and the percentage of 
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NEED FOR CARE FOR GARE 
Fig. 1. Extent to which Medical Needs Schedule findings were 


confirmed by medical examination. 


agreement rises from 80 to 85. But since this pro- 
cedure cuts down on the number of cases of clear- 
cut medical need, it is not certain whether such 
exclusion would be preferable in future use of the 
Schedule. In any event the percentage of agree- 
ment seems sufficiently high to warrant use of 
the Medical Needs Schedule in appraising the un- 


met medical needs of a population. 


When a comparison is made between the data 
reported on each symptom of the Medical Needs 
Schedule with the information obtained by the 
physicians, the results still show agreement for 76 
per cent of the instances of positive symptoms. In 
other words, the examination confirmed the medi- 
cal needs data regarding the advisability for medi- 
cal attention for ninety-five reported symptoms, 
but did not do so in the case of twenty-nine re- 
ported symptoms. However, twenty-three of the 
twenty-nine unconfirmed symptoms were reported 
for individuals already classified as needing medi- 
cal care on account of other confirmed symptoms. 
Of the six symptoms remaining, two involved in- 
dividuals who had skin rashes. The others were 
discolored patches on the skin, running ears, poor 
vision, and pain in the joints. The details for this 
analysis according to symptoms are given in Ta- 
ble IT. 

The examinations by the physician revealed a 
total of six symptoms included in the Medical 
Needs Schedule that had developed after the 
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schedule was taken and fourteen symptoms were 
found which were not reported to the interviewer. 
Besides these, there were fifty-three symptom, (in. 
volving thirty-nine individuals) not included in the 
Medical Needs Schedule which were reported by 
the examining physicians. It should be empha. 
sized, however, that twenty-seven of the thirty. 
nine persons were reported as needing medical 
care in connection with one or more ailments tha 


were listed on the Medical Needs Schedule. 


Among the twelve individuals not so reported, 
three had high blood pressure, for which the doc- 
tor advised that a subsequent check be made. Of 
the remainder, one had goiter; one, pains below 
the shoulder (possible gall-bladder trouble) ; one. 
intestinal round worms; one, sugar in the urine: 
one, enlarged tonsils, but not sufficient to give 
symptoms; one, varicose veins; one, psychoneuro- 
sis; one, allergic rhinitis; and one, abnormal lungs. 


The x-ray films showed one abnormal heart and 
two instances of abnormal lungs. The laboratory 
analysis of the urine specimens revealed, in addi- 
tion to the one case of albumen already mentioned, 
one questionable Wassermann sample and five 
cases of sugar in the urine which, in the opinion of 
the examining physicians, indicated that a re- 
check was advisable. Except for instances noted 
in the above paragraph, individuals having these 
symptoms were reported as needing medical care 
in connection with an item listed in the Medical 
Needs Schedule. 


The major conclusion derived from this experi- 
ment may be stated as follows: Correspondence 
between the data obtained with the Medical Needs 
Schedule and the medical examination and labo- 
ratory tests is so close that the Schedule can be 
used to establish a reasonably reliable measure of 
unmet needs for medical attention among farm 
families. 

Reference 


1. Schuler, Edgar A.; Mayo, Selz C., and Makover, Henry B.: 
Measuring unmet needs for medical care; an experiment in 
method. Rural Sociology, 11:152-158, (June) 1946. 
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Little Joe Genius says— 


I see that when Mr. Miller of the Federal Security 
Board was asked if the national compulsory health bill 
was socialistic, he said that he wished that he understood 
more about what that term means. Sometimes it is con- 
venient to act cumb, deaf, and blind. 
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Functional Bleeding at 
Different Age Periods 


Significance and Management 


By Emil Novak, M.D. 
Baltimore, Maryland 


Th geieiee BLEEDING may be a 
symptoms of any one of a 
considerable array of anatomic 
lesions in the genital appara- 
tus, or it may occur in the en- 
tire absence of any demonstra- 
ble structural change. With 
such destructive lesions as can- 
cer of any part of the genital 
tract, the bleeding is readily 
enough explained by the actual opening up otf 
blood vessels. In another group, lesions of one 
sort or another may be present, but they cannot 
through their mere presence explain the bleeding 
which is produced, so that a combination of ana- 
tomic and physiologic factors must be invoked. A 
granulosa cell tumor of the ovary produces bleed- 
ing because of the estrogen produced by its cells, 
and the bleeding of a tubal pregnancy is due to 
hormonal influences emanating from the site of 
the pregnancy. These examples might be multi- 
plied. 

In a third group of cases there is a disorder in- 
volving the intricate physiologic mechanism con- 
cerned in menstrual bleeding, with often no asso- 
ciated anatomic lesion. Even though some such le- 
sion is coexistent, it plays no causative role in the 
bleeding. This is the functional type of bleeding 
with which we are especially concerned in this pa- 
per. Its clinical characteristics are well enough 
known so that they need not be discussed in this 
paper, which will be concerned chiefly with the 
significance and treatment of functional bleeding 
at various age periods. 


Mechanism of Functional Bleeding 


Either the common ovulatory cycle, or the much 
less frequent anovulatory type, may exhibit aber- 
ration. It would appear, however, that the anovu- 
latory-type of menstruation is of more primitive and 
less stable character, and this is further suggested 
by the disproportionate frequency with which it is 
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disordered.. Not only may ovulation fail to occur, 
but the unruptured follicle may persist in actively 
functioning form beyond the usual time of ovula- 
tion, so that the endometrium is subjected to an 
abnormally persistent and relatively excessive es- 
trogen influence, expressed characteristically by a 
growth effect. In some cases this takes the form of 
Swiss cheese hyperplasia; in others the growth ef- 
fect is less marked. Progesterone is absent, since 
ovulation does not occur. 


The above, at any rate, represents the immedi- 
ate mechanism in those cases of functional bleeding 
designated as metropathia hemorrhagica, and this 
is the largest clinical group. A variation of the 
above-described ovarian change may occur, in that, 
instead of a single large persistent follicle, a con- 
siderable group of smaller follicles may persist func- 
tionally, producing the same abnormal estrogen 
persistence and excess. In either case the endome- 
trium may be expected to show a purely prolif- 
erative picture, with none of the secretory charac- 
teristics which are dependent upon progesterone. 


However, the bleeding is not due to the endo- 
metrial change, even though this be represented by 
extreme hyperplasia. The latter is simply an ex- 
pression of the growth effect of estrogen, and, as I 
have repeatedly emphasized, there is no parallel- 
ism between these growth changes and the occur- 
rence or amount of bleeding. We do not know the 
exact nature of the vascular participation in this 
disorder, although it is obvious that it must be 
mediated through the spiral arteriolar system of the 
endometrium. Nor can we assume that there is 
any mathematical relation between the degree of 
estrogen excess and either the growth or bleeding 
effect upon the endometrium, since endometria dif- 
fers so widely in the degree of their responsiveness 
or refractoriness to the same estrogen stimulus. 


What has been said thus far refers to the roles 
of only the ovary and uterus, but the ovarian dys- 
function is clearly secondary to a more fundamen- 
tal dysfunction of the anterior hypophysis. Just 
what the hormonal stimulus to normal ovulation is, 
is not definitely known, though the best evidence 
indicates that it is dependent upon a delicate 
quantitative balance of the two pituitary gonado- 
tropic principles, that concerned with follicle stim- 
ulating (FSH), and that having to do with luteini- 
zation (L), these hormones motivating the pro- 
duction by the ovary of estrogen and progesterone, 
respectively. 


The immediate factor in the production of the 
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drops in the level of estrogen brought about by 
the reverse inhibition of the FSH principle when- 
ever the estrogen level becomes sufficiently high. 
While there is some evidence to indicate that mod- 
erate dosage of estrogen may stimulate the gon- 
adotropic function, there appears to be no doubt 
that excess of estrogen inhibits the pituitary func- 
tion. As long as the endometrium is under the in- 
fluence of a steady and sufficient amount of estro- 
gen, it does not bleed, but when this estrogen sup- 
port is withdrawn, endometrial and presumably 
vascular deterioration takes place, with the occur- 
rence of bleeding. There is, therefore, nothing 
new in the concept that the endometrium will 
bleed if the estrogen level drops below a certain 
point, though this point cannot be expressed in 
mathematical terms because of wide individual 
variations. 


This represents, in sketchy outline at least, our 
present-day concept as to the endocrine mechan- 
ism involved in the most common form of func- 
tional bleeding. I have discussed this topic more 
fully in a recent publication, which includes also a 
brief historical review of the development of our 
knowledge of this subject. It is certain that these 
views will be modified, or perhaps radically 
changed, as we learn more about the intricate in- 
terlocking relationship between the ovary and the 


pituitary, and about the vascular mechanism in 
the uterus itself. 


In the recent paper alluded to above, I have 
stressed also the fact that a large proportion of our 
cases of functional bleeding do not fall into the 
category of metropathia hemorrhagica, and that 
the latter group of cases would be better designated 
as anovulatory functional bleeding, since they re- 
volve around the anovulatory type of cycle. The 
ovulatory type of cycle may also undergo patho- 
logical aberration, so that in these, ,abnormal 
bleeding may be associated with even a progesta- 
tional type of endometrium. While we may theo- 
rize that in such cases there may be a quantitative 
imbalance of the two ovarian hormones, the dys- 
function may just as well involve the spiral ar- 
teriolar apparatus, or the vasomotor nerves, or the 


myometrium. In short, no satisfactory explanation 
is as yet available. 


Management of Bleeding in Young Girls 


When bleeding occurs in young girls, one will 
not make a great many mistakes in assuming that 
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bleeding phases is the occurrence of periodic 


it is of so-called functional type. The occasional 
case due to other causes can as a rule be readily 
enough excluded by simple pelvic examination, 
and curettage is not usually indicated for diagnos. 
tic purposes, though it may be necessary for the 
prompt relief of bleeding if it has assumed serious 
proportions. 

The interpretation of bleeding at this age epoch 
is simplified if one remembers that in a large pro- 
portion of girls the cycles are of anovulatory type 
for a short time, and not infrequently for a num- 
ber of years after the menarche. This fact, inci- 
dentally, explains why another menstrual disorder, 
primary dysmennorhea, so often does not begin at 
the menarche, but a considerable time afterwards, 
since anovulatory menstruation is so characteristi- 
cally unassociated with pain. On the other hand, 
many girls, probably the majority, begin to ovulate 
with the very first menstrual cycle. As to the rela- 
tive incidence of the ovulatory and anovulatory 
cycles, no one can as yet speak authoritatively, be- 
cause of lack of statistical evidence c 1 this point. 


Anovulatory menstruation may be of essentially 
normal clinical character, but more often it shows 
a tendency to irregularity of rhythm and, not in- 
frequently, excess of flow. Many girls exhibit de- 
lay or skipping of flows, and the latter are often 
moderately prolonged and excessive. If the dis- 
order is of moderate degree, it is quite certain, 
after a time, to correct itself, this meaning usually 
the inauguration of ovulation. These are instances 
of mild functional bleeding, many of which are not 
even brought to the doctor’s attention. 


On the other hand, the bleeding may be so pro- 
fuse as to exsanguinate the patient, and in such 
cases transfusion, perhaps repeatedly, is often the 
first essential in treatment. Once the blood defi- 
ciency is reasonably well corrected, curettage is 
usually indicated, as it is the most effective and 
promptest means of checking the bleeding, at least 
temporarily. Furthermore, it yields the endome- 
trium for microscopic examination, this usually 
showing some degree of proliferative, non-secre- 
tory change, not infrequently a typical Swiss- 
cheese hyperplasia. 


Where the emergency is not so great, the bleed- 
ing can often be checked with reasonable prompt- 
ness by large doses of estrogen, usually in the form 
of diethyl-stilbestrol. As much as 10 mg. a day 
can be given, and often the bleeding is completely 
or almost completely checked within two or three 
days. If the estrogen is then withdrawn, bleeding 
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is likely to return within a few days, so that it is 
better to keep up the diethyl-stilbestrol, but in 
gradually diminishing doses. When free bleeding 
phases recur, as they usually do, the dosage can 
again be increased. Since even large doses of the 
drug have no known harmful effect, this treatment 
can be kept up for long periods of time, always in 
the reasonably confident hope that sooner or later 
ovulation will begin, and menstruation will then 
assume a normal character and rhythm. 


In the relatively mild cases, in which only mod- 
erate menorrhagia occurs, not sufficient to cause 
worthwhile anemia, progesterone may be chosen, 
since this is the hormone lacking in such cases. 
While this plan has been lauded by some (Allen 
and Heckel, and Smith), its results do not seem 
impressive, and a serious disadvantage is the con- 
siderable expense entailed by the large doses re- 
quired. At least 5 and preferably 10 mg. daily by 
the hypodermic route are required, with from 
three to five times this dosage if the oral route is 
chosen. Personally I am likely to choose this 
method of treatment in only the mild cases, and 
even in these it is difficult to evaluate the results, 
since such cases often go on to spontaneous re- 
adjustment, with no treatment at all. 


Another plan of treatment, lauded by some and 
cursed by others, is through the use of the andro- 
genic hormones, in the form of testosterone pro- 
pionate, which is perhaps the nearest approach 
we have to an anti-estrogen. As a matter of 
fact, I believe that this is likely to give better re- 
sults than progesterone, and I am not one of those 
who inveigh against its use, appearing to look 
upon the androgenic hormone as a sort of contam- 
inating factor to the female—this in spite of the 
fact that a regular curve of androgenic hormone, 
corresponding to the estrogen curve, is found 
throughout the woman’s reproductive life, and 
that it may possibly even play a normal part in the 
menstrual cycle, though this has not yet been 
shown. To say that it is unphysiologic means very 
little, for in the present state of organotherapy it 
is difficult to say which method is physiologic and 
which is unphysiologic. 


A more practical objection can be urged in the 
fact that testosterone, unless used cautiously, may 
produce hirsutism and other manifestations of 
virilism. This risk, however, should be practically 
nil if the dosage is kept below 200 mg. or, even 
better, 150 mg. monthly, and in my experience 
only such modest dosage is required. I have never, 


Aprit, 1947 


for example, seen such unpleasant manifestations 
with doses of 10 mg. three times a week. If even 


the careful employment of testosterone were fre- 
quently followed by even temporary masculiniza- 
tion symptoms, I for one would not feel its use 
justified, but this is not the case. 


I shall not review the very elaborate and highly 
expensive plans of so-called cyclic therapy which 
have been recommended, especially by Hamblen 
and Smith. They are not practical for a large 
proportion of women who have to pay for the 
often huge doses of progesterone recommended, 
and they are based on a premise which I do not 
think infallible, since they aim to beat a sick and 
abnormally functioning pituitary into a sort of 
cyclical submission by the sequential use of the 
ovarian hormones, simulating what occurs during 
a normal cycle. The results are not invariably 
good, and I believe that many patients will con- 
clude that the long rituals of treatment, including 
hypodermic injections many days in succession, are 
worse than the disease itself. Furthermore, I be- 
lieve that simpler and less expensive plans will 
usually tide patients over until the hoped-for re- 
adjustment takes place. 


As a matter of fact, I believe that in intractable 
cases most patients would prefer an occasional rep- 
etition of curettage, which almost always gives 
temporary and sometimes permanent relief, espe- 
cially since this procedure can so readily be done 
without hospitalization. 


I have said nothing as to the use of the chorionic 
gonadotrophic hormones, because I believe that 
one of the above-mentioned plans will usually give 
better results—this in spite of the fact that our 
own paper (1932) was, I believe, the first to 
be published on this subject in this country. Its 
employment, however, cannot be criticized, and 
it does seem to be helpful in a proportion of 
cases. Nor have I said anything as to the use 
of thyroid, since this substance, so often em- 
pirically used for so many indications, is rarely of 
value in functional bleeding unless a definite hypo- 
thyroidism exists, which is only occasionally the 
case. 


Bleeding During the Reproductive Years 


During the reproductive epoch, functional bleed- 
ing may occur at any age, and is subject to the 
same variations in severity and duration as have 
been discussed as regards the bleeding of young 
girls. The diagnostic problem, however, is not al- 
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ways so simple, because of the frequency of other 
intra-uterine causes of bleeding, even if no gross 
abnormality can be made out. Diagnostic curet- 
tage is therefore frequently necessary to rule out 
such conditions as incomplete abortion, submucous 
myoma or adenocarcinoma. If the curettings show 
only a normal endometrium of either non-secretory 
or secretory type, or one which is definitely hyper- 
plastic, the bleeding may be assumed to be func- 
tional. Unless the bleeding has been very severe 
and of long duration, nothing further should be 
done, and one may wait to see how the patient 
will behave menstrually. 


Not infrequently the curettage seems in some 
way to promote a restoration of the normal endo- 
crine mechanism, so that no further menstrual ex- 
cess will occur. All too often, however, the bleed- 
ing may recur either soon after the curettage or 
perhaps not for a good many months, so that one 
must resort to organotherapy. .This need not be 
further discussed, since the plans already described 
for the adolescent girl are applicable for the some- 
what older patient. When the patient is within a 
few years of the menopause, however, and espe- 
cially when the bleeding has been prolonged and 
insistent, abolition of the menstrual function by 
radiotherapy will ordinarily be preferable to the 
uncertainties and disagreeableness of long-contin- 
ued organotherapy, especially if this includes hy- 
podermic medication. At just what age one will 
draw the line will be decided differently by differ- 


ent gynecologists, as will be discussed in the next 
section. 


Bleeding in the Immediately Premenopausal and 
Menopausal Years 


The significance of functional bleeding at this 
age is obviously greater than at any other, simply 
because it must be distinguished from the bleeding 
caused by other more serious conditions, including 
malignancy. When the patient presents herself 
with a history of increasing menorrhagia over a 
period of several years, with no intermenstrual 
bleeding and with grossly normal organs, the func- 
tional nature of the bleeding is highly probable, 
but even then should not be assumed. Much more 
uncertainty exists in cases in which menstrual ex- 
cess is associated with persistent or irregular inter- 
menstrual bleeding. It is not presumptuous to say 
that in practically all cases the cause of the bleed- 
ing can be definitely established by a combination 
of careful history, thorough pelvic examination 
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and, in the absence of any ostensible uterine o; 
extra-uterine pathologic condition, curettage and 
microscopic examination. Even the latter does not 
in most cases offer any difficulty except in a mi- 
nority of cases in which it may be difficult to dis. 
tinguish between proliferative and adenomatous 
but benign forms of hyperplasia and actual adeno. 
carcinoma. 


In this small group, which in my experience oc- 
curs especially often in women over fifty, the dis- 
tinction is not always easy, and pathologists may 
differ in their interpretation. Those who have had 
large experience in this field, both clinical and 
pathological, can usually decide the question au- 
thoritatively, and the microscopic examination in 
some cases may almost be said to be based on em- 
piricism and instinct. Even then there will be a 
small residue of cases in which there is doubt, and 
in these the indication is clear for panhysterectomy. 
In perhaps the majority of cases belonging to this 
category, in my experience, careful gross and mi- 
croscopic examination of the removed uterus has 
failed to show any clear evidence of malignancy, 
but there have been some exceptions, and in this 
small group the operative plan is not only fully 
justified but clearly advisable. 


It cannot be too strongly emphasized, however, 
that this is true in only a very small proportion of 
all the very numerous cases of functional bleeding 
encountered in the middle age group, and that the 
proper treatment of the vast majority is the safe 
and effective one of abolition of ovarian function 
by radiotherapy. There would seem to be no jus- 
tification for hysterectomy for functional bleeding 
per se if the patient is in the terminal years of the 
reproductive epoch. On the other hand, if there is 
some other indication for laparotomy, such as a 
ventral hernia or a recurrent appendicitis, the sen- 
sible plan in most cases would be to do a hysterec- 
tomy at the same time. 


There will be understandable differences of 
opinion as to what are to be looked upon as the 
terminal years of ovarian function, and it would be 
foolish to try to fix mathematical lines of demarca- 
tion. In the case of a.women of thirty-eight or 
thirty-nine who suffers with intractable bleeding. 
and who has already had a number of children. 
most of us would prefer hysterectomy to x-ray in- 
duction of the menopause. There are some who 
would carry this surgical plan into the early for- 
ties, while others, including myself, feel that in 

(Continued on Page 485) 
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Functional Hyperinsulinism 


A 


Common and Well-Defined Clinical 
Entity Amenable to Medical 
Management 


By J. W. Conn, M.D. 
Ann Arbor, Michigan 


ner HYPOGLYCEMIA 
is the cause of a character- 
istic group of symptoms in a 
relatively large number of in- 
dividuals. It is of greatest im- 
portance, from the therapeutic 
point of view, that the clinician 
be aware of the large number 
of abnormalities which are ca- 
pable of producing periodic de- 


pressions of the blood sugar level. The following 
classification lists the many possibilities. 


Etiological Classification of Spontaneous 
Hypoglycemia 


I. Organic—recognizable anatomic lesion 


A. Hyperinsulinism 


1. Pancreatic island cell adenoma 
(a) Single 
(b) Multiple 
(c) Aberrant 
Pancreatic island cell carcinoma 
(a) Localized 
(b) With metastases 
Generalized hypertrophy and hyperplasia of 
the islands of Langerhans 

Hepatic disease 

1. Ascending infectious cholangiolitis 

2. Toxic hepatitis 

3. Diffuse carcinomatosis 

4. Fatty degeneration, “Fatty metamorphosis” 

5. Glycogenosis (von Gierke’s disease) 

Pituitary hypofunction (anterior lobe) 
Destructive lesions (chromophobe tumors, 
cysts, et cetera) 

Atrophy and degeneration (Simmond’s dis- 
ease ) 

Thyroid hypofunction (? secondary to pitui- 
tary hypofunction) 


D. Adrenal hypofunction (cortex) 
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1. Idiopathic cortical atrophy 
2. Destructive infectious granulomas 
3. Destructive neoplasms 
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E. Central nervous system lesions (hypothalamus or 
brain stem; interference with nervous control of 
blood sugar) 


II. Functional—no recognized anatomic lesion but ex- 

plainable on basis of unusual somatic function 

A. Hyperinsulinism (imbalance of the autonomic 
nervous system) “Hypoglycemic fatigue’; “‘ner- 
vous hypoglycemia”; “functional hypoglycemia” ; 
“reactive hypoglycemia,” et cetera 
Alimentary hyperinsulinism (rapid intestinal ab- 
sorption ) 
1. Post gastroenterostomy 
2. Post gastric resection (partial or total) 
Renal glycosuria (severe degrees of low renal 
threshold for dextrose) 

D. Lactation 

E 


Severe continuous muscular work 


III. Miscellaneous 


A. Factitious (surreptitious insulin administration) 
B. Postoperative hypoglycemia 

C. Severe inanition 

D. Unknown 


It is evident that successful management of the 
individual case of periodic spontaneous hypogly- 


cemia is wholly dependent upon establishing the 


correct etiological diagnosis. Details of this prob- 
lem have been discussed elsewhere.® 


The purpose of this presentation is threefold: 


1. To delineate the most common type of spon- 
taneous hypoglycemia (functional hyperinsulinism) 
as a Clear cut, easily recognizable syndrome pos- 
sessing characteristic clinical and laboratory fea- 
tures. 


2. To present the rationale for the use of the 
high-protein, low-carbohydrate diet in the control 
of functional hyperinsulinism. 


3. To indicate the sharp clinical and laboratory 
differences which distinguish this condition from 
organic hyperinsulinism (pancreatic islet cell tu- 
mor); this constituting an effort to prevent un- 
necessary and useless pancreatic surgery in cases 
of functional hyperinsulinism. 

Functional hyperinsulinism is by far the most 
common cause of periodic attacks of spontaneous 
hypoglycemia, accounting for about 70 per cent 
of all cases in which hypoglycemia is responsible 
for clinical symptoms.® The frequency of the syn- 
drome soon becomes apparent to those who devel- 
op a diagnostic consciousness of its existence. The 
patient who complains, among other things of 
rather sudden, overwhelming attacks of severe 
weakness and fatigue occurring most frequently 
in the forenoon and in the late afternoon should be 
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Fig. 1. Dextrose tolerance test (standard dietary preparation). 


sugar level, such as, “inward trembling,” pallor, 
sweating, palpitation, visual disturbances, loss of 
mental acuity or syncope, the suspicion of func- 
tional hyperinsulinism begins to gain strength. 
Although a gnawing discomfort in the epigastrium 
is common, a clearly defined sensation of hunger 
is not. Nevertheless, the patient usually discovers 
that all of his symptoms disappear rapidly after the 
ingestion of a candy bar or a sweet beverage or, 
in fact, of any kind of food. If no food is taken, 
symptoms gradually increase in severity for from 
ten to thirty minutes and then subside sponta- 
neously. It is important to inquire also as to the 
occurrence of “pre-breakfast” attacks (2 a.m. to 8 
A.M.) since hypoglycemic episodes at this time, al- 
though common in other types, do not occur in 
functional hyperinsulinism. 


Such a story must often be dissected and pieced 
together from a mass of apparently unrelated 
symptoms which, justifiably in many cases, have 
already led to a diagnosis of an anxiety type of 
psychoneurosis. The periodicity of symptoms, their 
intensification during periods of emotional tension, 
and their amelioration during periods of relative 
emotional tranquillity, all suggest a relationship 
between functional hyperinsulinism and psycho- 
genic factors. 


Laboratory Findings 


A blood specimen obtained at the beginning 
of an attack is usually found to contain 40 mg. to 
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suspected of having functional hyperinsulinism. 
If on further questioning the weakness is found 
to be accompanied by other symptoms character- 
istically associated with a rapidly falling blood 


60 mg. of glucose per 100 c.c. Because the period 
of hypoglycemia is of relatively short duration, 
however, it is frequently difficult to obtain this eyi- 
dence, unless the patient is hospitalized for this 
express purpose. Fifteen to thirty minutes after 
the onset of the attack, the blood sugar level will 
have returned to within the normal range. 


Daily fasting blood sugar determinations will be 
found to be consistently normal. Satisfactory evi- 
dence of functional hyperinsulinism may be found, 
however, in the results of a standardized* glucose 
tolerance test. Figure 1 represents,'a typical ex- 
ample of the response obtained in these patients 
and compares it with an average normal curve. 
The fasting blood sugar level is in the normal 
range. The absorptive rise is either normal or 
somewhat subnormal. The secondary depression, 
however, occurring usually from two to four hours 
after the ingestion of glucose, is excessive. During 
this short period the patient frequently experiences 
the same symptoms as those about which he had 
complained. The blood sugar level then rebounds 
rapidly and the symptoms disappear in fifteen to 
thirty minutes. 


Such a response, differing from the normal only 
in the depth of the hypoglycemic phase, is charac- 
teristic of functional hyperinsulinism. The prob- 
lem of choosing an arbitrary level of hypoglycemic 
depression which is diagnostic of the condition is 
difficult because first, there is great variation 
among individuals with regard to the level of 
blood sugar at which hypoglycemic symptoms ap- 
pear, and secondly, a given patient subject to such 
hypoglycemic episodes frequently responds to in- 
gested glucose with different degrees of secondary 
hypoglycemia at different times. In the author's 
experience the following diagnostic criteria (with 
regard to the secondary hypoglycemic phase of 
the glucose tolerance test) have been satisfactory. 
It is taken for granted that the earlier portions 
of the curve are of the type described above, that 
is, a normal fasting blood sugar followed by a 
normal or subnormal hyperglycemic phase. 


Secondary Hypoglycemic Phase of the Glucose Toler- 
ance Test 


Lowest Level of 


Blood Sugar Interpretation 


0-39 mg. % Diagnostic } 

40-49 mg. % Presumptive }of functional hyperinsulinism 
50-59 mg. % Suggestive ) 

60-69 mg. % Low normal range 


*Adequate dietary preparation’; glucose 1.75 gm./kilo. orally; 
blood samples every 2 hour for four hours. 
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Mechanism 


The great variety of names (functional hyper- 
insulinism, reactive hypoglycemia, nervous hypo- 
glycemia, hypoglycemic fatigue, functional hypo- 
glycemia, et cetera) which have been attached to 
this syndrome affords evidence of the disagreement 
regarding its modus operandi. All agree, however; 
that the fundamental disturbance consists of an 
instability of the autonomic nervous system, the 
latter normally being responsible for the finer and 
prompt adjustments of the blood sugar level. For 
reasons outlined elsewhere® it is our belief that the 
type of autonomic imbalance obtaining in these in- 
dividuals gives rise to an excessive responsiveness 
of the islet of Langerhans to the normal stimulus 
for insulin production. Hence, we adhere to the 
term functional hyperinsulinism. 


That the normal absorptive rise of the blood 
sugar level constitutes a normal stimulus for the 
production of insulin has been well established.** 
It is for this reason that two to three hours after 
the ingestion of carbohydrate, normal people fre- 
quently demonstrate a blood sugar level which is 
somewhat lower than it had been in the fasting 
state (Fig. 1). In functional hyperinsulinism the 
normal stimulus (absorption of glucose) calls forth 
excessive secretory activity of the histologically 
normal islet cells. If a high-carbohydrate break- 
fast is eaten, the patient may have his hypogly- 
cemic attack in the late morning. But, if he fasts 
or if he takes bacon, eggs and unsweetened coffee 
for breakfast (see Management) no hypoglycemic 
episode occurs. Thus, it requires the stimulus of 
carbohydrate absorption to produce the character- 
istic post-prandial attacks which these patients ex- 
perience. The absence of attacks before breakfast 
or upon the omission of a meal and the constantly 
normal fasting blood sugar levels are explainable 
upon the same basis. The therapeutic objective, 
then, must be to prevent absorptive elevations of 
the blood sugar level which are in turn responsible 
for the secondary hypoglycemic dip that follows. 
Paradoxical as it may seem at first glance, this type 
of spontaneous hypoglycemia is treated, among 
other things, by restriction of dietary carbohydrate. 


Mention has been made of an apparent rela- 
tionship between this form of spontaneous hypo- 
glycemia and psychic factors. That the syndrome 
may represent a somatic expression of a psycho- 
genic disturbance has been expressed by others.??° 
Be that as it may, it is heartening to both patient 
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and physician to obtain rapid relief of distressing 
symptoms by dietary means. 


Differentiation from Organic Hyperinsulinism 
(Pancreatic Insuloma) 


Functional hyperinsulinism, a relatively common 
cause of spontaneous hypoglycemia, is the condi- 
tion which is most frequently confused with the 
rare disease, organic hyperinsulinism. This con- 
stitutes an unfortunate circumstance since it leads 
to pancreatic surgery in patients with functional 
hyperinsulinism where no indications exist for 
such a procedure.t+ Yet the diagnostic distinction 
between the two conditions is rather simple. It is 
based upon the fact that in organic hyperinsulin- 
ism the production of insulin is continuously ex- 
cessive”®, while in functional hyperinsulinism it 
is excessive spasmodically and only in response to 
a physiological stimulus, as described above. Thus, 
differential criteria have been established both 
from the clinical and laboratory points of view. 


Differential Diagnosis 


Organic 


Functional Hyperin- f oe 
ini Hyperinsulinism 


I. Clinical Distinction sulinism 
1. The time of the day 2 to 4 hours post- Pre-breakfast attacks 
that attacks charac- E- No pre- frequent. Episodes 
teristically occur reakfast attacks also occur 2 to 4 
hours post-prandially 

produce Likely to produce 


2. Effect of omission Does _ not 
severe atack 


of a meal hypoglycemia 
3. Progression of at- Not progressive. Relentlessly progres- 
tacks (frequency and Chara¢terized by re- sive 
severity) missions and exac- 
erbations. 
II. Laboratory Criteria 


Subnormal 


1. The fasting blood Normal 
1 (below 50 mg. %) 


sugar leve 


2. Provocation of hy- Not abnormally de- Markedly er 


7 poglycemia by fast- presse (below 40 mg. % 


ing or by CHO 
restriction 


3. The glucose toler- See Figure 1. See Figure 1. 


ance curve 


Thus, functional hyperinsulinism becomes an 
easily distinguishable syndrome. Conversely, a 
diagnosis of organic hyperinsulinism can be made 
with a great deal of certainty. With regard to 
management of the latter condition, suffice it to 
say here that surgical removal of excessive amounts 
of islet tissue constitutes the only successful method 
developed to date. Various attempts at medical 
management, sound theoretically, have proven to 
be of little or only temporary value.*** 





+The surgeon’s failure to disclose an insuloma at operation 
usually results in a decision to resect a major portion of the 
pancreas. Thus, to explore a patient with functional hyperin- 
sulinism is to foredoom him to loss of most of his pancreas un- 
necessarily. 
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Management of Functional Hyperinsulinism 
Soon after it became apparent that absorptive 
hyperglycemia, incident upon the ingestion of 
carbohydrate, was the trigger which fired the hy- 
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Fig. 2. 
sugar after 66 gm. glucose. (2) Blood sugar after 600 


Laboratory findings in normal individuals. 


(1) Blood 
m. Jean 
(3) Blood urea 


beef (132 gm. protein), (66 gm. available glucose). 
Boo gm. lean beef (132 gm. protein). 


nitrogen after 


poglycemia-producing mechanism, and that a high- 
carbohydrate diet was likely to intensify rather 
than to relieve attacks, Waters?* introduced the 
use of a low-carbohydrate diet. Clinical results 
were much improved by this regimen which, how- 
ever, necessitated a frequent feeding schedule. 
John’s demonstration"? that a small dose of insulin, 
so administered as to prevent an absorptive hy- 
perglycemia, prevented the secondary hypogly- 
cemia as well, gave added support to the modus 
operandi but had obvious therapeutic disadvan- 
tages. 


Ten years ago the writer reported experimental 
and clinical evidence indicating the additional 
advantages to be derived from a diet containing 
large amounts of protein® and introduced the use 
of the high-protein, low-carbohydrate diet. Figures 
2 and 3 illustrate the metabolic principle upon 
which the high-protein, low-carbohydrate regimen 
is based. Protein during its metabolism yields ap- 
proximately 50 per cent of its weight as glucose. 
Yet in normals (Fig. 2), in patients with func- 
tional hyperinsulinism (Fig. 3), and even in the 
average diabetic’*, no significant rise in the blood 
sugar level is demonstrable after the ingestion of 
protein. Note that with equivalent yields of glu- 
cose from protein on the one hand and from car- 
bohydrate on the other, the blood-sugar time 
curves are entirely different. Carbohydrate is ab- 
sorbed quickly and directly into the blood stream, 
producing a rapid initial elevation of the blood 
sugar and a secondary hypoglycemia. Protein is 
split in the intestinal tract and absorbed into the 
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blood as amino acids. In the liver the glycogenic 
amino acids are deaminized and converted to glu- 
cose. That this is a slow and even process is in- 
dicated by the prolonged, steady rise of the blood 
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_ Fig. 3. Laboratory findings in patient with functional hyper- 
insulinism. (1) Blood sugar fasting (test begun after twelve- 
hour fast). (2) Blood sugar after 59 gm. glucose. (3) Blood 
sugar after 545 gm. lean beef (120 gm. protein), (60 gm. avail- 
able glucose). (4) Blood urea nitrogen after 545 gm. lean 
beef (120 gm. protein). 

urea nitrogen levels after the ingestion of protein. 

The release of glucose is thus sufficiently slow that 

an elevation of the blood sugar does not occur. 

Consequently a secondary hypoglycemia is not 

produced despite the fact that an amount of glu- 

cose has been added to the body from a protein 
precursor which is equal to a hypoglycemia-pro- 


ducing dose when given as carbohydrate. 


This principle has since been confirmed experi- 
mentally by Thorn.??, Many*?*:1%18,29,21,24 have re- 
ported recently upon the therapeutic efficacy of 
the high-protein, low-carbohydrate regimen in the 
management of functional hyperinsulinism, Our 
own results continue to be good. The average 
case responds promptly and completely after two 
or three days of dietary control. We use a three- 
meal program, prescribing as much protein as the 
patient can comfortably handle. This averages 
about 120 to 140 grams per day. The carbohy- 
drate is initially limited to between 50 and 75 
grams and is divided evenly among the three meals. 


The remaining calories required for maintenance 
are supplied by fat. Beeuwkes” has reported upon 


the dietetic aspects of this regimen. A sample 


menu is presented below. 


Sample Menu 
2600 calories, 75 gm. CHO, 130 gem. Pro. 


Breakfast 
Orange juice 
Eggs—2 scrambled 





Y2 cup 


Butter—1 tablespoon 


Bacon—4 strips 
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Half-a 
Coffee 
Saccha 


Dinner 
Roast | 
Tomat 

May 
Green 

But! 
Cantal 
Milk— 
Cream 
Coffee 


Sup pe 
Bouill 
Steak- 
Head 

Ru: 
Squas 

But 
Black 
Milk- 
Crear 


Coffe 


ow 








Half-and-half milk and cream—1 cup 







IC 
Coffee 
“a Saccharin if desired 
" Dinner 
d Roast chicken—6 oz. 





Tomato salad 
Mayonnaise—1 tablespoon 
Green beans—'% cup 
Butter—1 teaspoon 
Cantaloupe—'4 average 
Milk—34 cup 
Cream—'4 cup 
Coffee or Tea 









Supper 
Bouillon 
Steak—6 oz. 
Head lettuce salad——'4 head 
Russian dressing—1 tablespoon 
Squash—!4 cup 
Butter—1 teaspoon 
Blackberries—'%4 cup 
Milk—34 cup 
Cream—¥4 cup 
Coffee or Tea 












Summary 





Of the many causes of spontaneous hypoglyce- 
mia, functional hyperinsulinism is the most com- 
mon. While relatively innocuous per se, it produces 







distressing symptoms which respond well to dietary 
management. Failure to recognize and treat the 
syndrome leads to erroneous diagnoses and persist- 
ence of symptoms. Where low blood sugar levels 
are actually discovered, improper classification may 







lead to major pancreatic surgery for which there is 





no indication. 





A diagnostic consciousness of the existence of 





functional hyperinsulinism constitutes the first re- 





quirement for its recognition. Clinical and labora- 





tory criteria for diagnosis are available, as are 
differential points separating the rare case of islet 
cell tumor that requires pancreatic surgery from 






the relatively frequent case of functional hyper- 





insulinism that does not. 





A diet high in protein and low in carbohydrate 
produces dramatic relief of symptoms in functional 





hyperinsulinism. Mechanisms by which this ap- 
parently paradoxical dietary relieves hypoglycemia 
re discussed in detail. 









References 
1. Alexander, F., and Portis, S. A.: psychosomatic study of 
hypoglycemic fatigue. Psychosom. Med. é: 191-206, ‘ 





2. Beeuwkes, A. M.: The dietary treatment of functional hyper- 
insulinism. 4. Am. Dietet. A., 18:731-733, 1942. 
3. Brown, M. J.: H ee and abdominal pain. Am. J. 
Surg., '64:276- 281, 1 
4. Conn, J. W.: lenieneiien of the glucose tolerance test. 
. The necessity of a standard preparatory diet. Am. J. M. Sc., 
199:555-564, 1940. 
5. Conn, J. W.: The advantage of a high protein diet in the 
treatment of spontaneous hypoglycemia. J. Clin. Investigation, 












15: :673- re 1936. 
6. Conn W.: The diagnosis and management of spontaneous 
he J.A.M.A., (In press). 











1947 


APRIL, 


FUNCTIONAL HYPERINSULINISM—CONN 


a 
/. 





Conn, J. W., and Conn, E. S.: Metabolism in organic hyper- 
insulinism. I. Quantitative studies of the variations in the rate 
of combustion of carbohydrate oo by alterations in the 
diet. ae. Int. Med., 68:876 6-892 : 

Conn, J. W., and Conn, E. S.: Metabolism in organic hyper- 


; a Ii. Effects of epinephrine —_ glycemic levels and 


. Wilder, R. 


n combustion of carbohydrate. Arch. Int. Med., 68:1105- 


1 14, 1941. 


} Conn, J. W., and Conn, E. S.: Metabolism in organic hyper- 


insulinism. III. Effects of adrenal cortical extract upon blood 
sugar and upon sodium and nitrogen equilibrium. Arch. Int 


Med., 68: 1115-1119 1941. 


1 Conn, J. W., and Hinerman, D. L.: The effects of alloxan in 


organic 1 eerasylinism. (In eo 
Conn, d Louis, L.: pituitary “7° principle. 
4 Clin Endocrinol., 5:247- 258, (Tuly-Aus.) 945. 
onn, J. W., and Newburgh, L he Pon rseponse to 
isoglucogenic quantities of iBrotein eH carbohydrate. J. Clin. 
Investigation, 15:665-672, 
Cori, C. F.: Mammalian carbohydrate metabolism. Physiol. 
_ > Ay 143-275, 1931. 


. W.: Masked hypoglycemia. Pennsylvania M. J., 47 
131021219, 1944. 
Frazer, R.; Maclay, W. S., and Mann, S. A.: Hyperin- 
sulinism due to,a pancreatic ‘‘islet adenoma.’’? Quart. J. Med., 


31:115-135, 1938. 


. Harrison, T. R., and Finks, R. M.: Glucose deficiency as a 


factor in the production of symptoms a to the cardio- 
vascular system. Am. Heart : 26: 147-163, 1943. 

John, H. J.: A case of hyperinsulinism treated with insulin. 
Endocrinology, és 583-586, s. 


. Leiberman, A. A.: Nervous and mental manifestations observed 


in spontaneous hypoglycemia. Illinois Med. J., 85:287-292, 1944. 
Rennie, ee and Howard, J. E.: glycemia and 
tension ‘ieieaien. 7 chosom. Med., 4: 273-283, 1942. 


. Schneider, R. W., a Anconda, V. "C.: Hyperinsulinism and 


functional igeaivecnia. Cleveland Clin. Quart., 12:34-40, 
945 


1945. 
. Smith, H. L., and Estes, J. E.: eo hypoglycemia. 


5. Michigan | M. Soc., 44: 711- 714, 194 


. Thorn, G. Quinby, a and Clinton, M., Jr.: A com- 


parison of = metabolic effects of isocaloric meals of varying 
composition with special reference to the prevention of post- 
prandial hypoglycemia symptoms. Ann. Int. Med., 18:913- 919, 
1943. 


Waters, W. C., Jr.: Spontaneous i ag a The role of 
diet in etiology and treatment. South J.,. 24:249-252, 1931. 

Mes Clinical Diabetes Mellinns and Hyperinsulinism. 
Philadelphia: W. B. Saunders Co., 


——Msms 





ON THE RUN .... 


The early morning pains of peptic ulcer may be due 


to hypoglycemia with its associated increase in gastric 
secretion. 


& * * 


In bulbar poliomyelitis the higher the spinal fluid 


sugar content the worse the prognosis. 


* * * 


Patients with penicillin-treated early syphilis are far 


more difficult to hold than under the old treatment 
regime. 


* * * 


Patients with hookworm do not develop anemia in 


the presence of an adequate iron balance. 


* %*+ 


Newborn babies may develop pneumonitis if the 


mother has a common respiratory infection at time of 
delivery. 


* * * 


Older patients with liver secondaries from colonic 


malignancies may live comfortably for two or three years 


if 


the primary lesion is removed. 


* * * 


In auricular fibrillation mechanical reduction of venous 


pressure will produce as great an improvement as digi- 
talis. 


Selected by W. S. REvENo, M.D. 
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W:® NOW HAVE to learn another number of a 

bill in which the whole medical profession 
and the public in general are interested. Senator 
Taft and Senators Smith, Ball and Donnell have 
introduced “The National Health Act of 1947,” 
which was twice read and referred to the Commit- 
tee on Labor and Public Welfare. 

We mentioned the introduction of this bill be- 
fore but were unable to give a digest of it, not 
having the printed copy which has now arrived. 
The bill is forty-seven pages long. Every doctor 
should send to his Congressman for a copy, and 
then read it carefully. 














The first two pages are 
introductory, recognizing that there are many 
scattered agencies in the government with health 
and medical functions. 









Title I creates the “National Health Agency” 
in the executive branch of the government, to be 
independent, appointed by the President. The 
Administrator “shall engage in no other business, 
vocation or employment, shall be a doctor of 
medicine, licensed in one or more states and who 
is outstanding in the field of medicine.” The pur- 
pose of the agency is to promote the general wel- 
fare of the people of the United States by aiding 
and fostering progress . . . in the field of health 
and medicine and by centralizing in the Agency 
the activities of the Federal Government relating 
to health. To carry out these purposes the Agency 
shall (1) encourage the development throughout 
the Nation of health services and facilities, (2) ad- 
vise and co-operate with other agencies, and de- 
partments of government, federal and State, and 
with private agencies functioning in the field of 
Health, (3) collect, analyze, and disseminate 
statistics, and make studies, investigations and re- 
ports on conditions in the United States and other 
countries, (4) make reports and recommenda- 
tions as to the most efficient policies and methods 
for promotion of health, and (5) carry out specific 
duties referred by Congress, et cetera. The Agency 
shall have responsibility for a list of seven groups 
of activities. The activities and functions of the 
Administration are carefully and exhaustively de- 


fined. 


The Agency shall be composed of seven units 
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Prov’ 

ices, 

Ti 

which shall be co-equal in rank: (1) the office of mg. 
the Administrator, (2) the Public Health Service een 
including Saint Elizabeth’s Hospital and Freed- Ti 
men’s Hospital, (3) the office of Medical and lane 
Hospital Care Services, (4) the office of Dental from 
Care Services, (5) the office of Maternal and of s 
Child Health, (6) the office of Health Statistics, or ¢ 
(7) the Food and Drug Administration, and (8) volu 
such other units as the Administrator finds neces- T 
sary. live 

Title II. Necessary amendments to the Public PR¢ 
Health Service Act. T 

(There are no intervening titles) 

Title VII. Part A. Medical Care Survey. Serv- adv 
ices on a State level, on State application, with and 
$3,000,000 appropriated to carry on these surveys. as 

Part B. Medical Care Services. In order to as- stat 
sist the States to provide general health, hospital, pity 
and medical services for families and individuals ( 
with low incomes, there is appropriated for five ent 
years the sum of $200,000,000 each, beginning yes 
with the year ending June 30, 1948. Any State pa: 
desiring to take advantage of this title must des- be: 
ignate a single State agency, and “provide for the tot 
designation by the Governor of a State medical fo! 
and hospital care advisory council which shall of 
include representatives of non-government organ- to 
izations or groups, and of State agencies concern- W 
ed with the administration or utilization of health, ex 
medical, or hospital services, including repre- n: 
sentatives of State Medical Associations, State de 
hospital associations, voluntary non-profit prepaid pi 
medical care plans, voluntary non-profit hospital A 
care plans, or other groups interested in the im- 
provement of medical and hospital services.” te 

“Such program may, at the option of the mn 
State, provide medical care services in institu- st 
tions, in the home, or in physicians’ offices, or may St 
provide for furnishing of such services by means a 
of payments in the nature of premiums, or partial V 
premiums or reimbursement of expenses or other- s 
wise, by the State to any voluntary health, medical, | 
or hospital insurance fund, or other fund, operated 
not for profit, in behalf of those families and in- ¢ 


dividuals unable to pay the whole cost of such 
services or insurance.” 


Jour. MSMS 










Title VIII provides for Dental Health Services 
for school children and families with low income. 
Provisions are much on the order of medical serv- 
ices, only limited. 

Title IX provides further research and train- 
ing. Part A. Dental Research; Part B. New Con- 
struction for Research. 


Title III, which comes at the end, is miscel- 
laneous, defining terms, authorizing payments 
from the treasury, and authorizing the deduction 
of stated amounts from the salary of any officer 
or employe of the government to be paid to any 
voluntary non-profit health insurance fund. 

This or a similar bill will be passed. We must 
live with it. 





PROPAGANDA 


HE FEDERAL GOVERNMENT has a great staff of 

individuals, we are told, whose duty it is to 
advertise the Government, and promote its ideas 
and activities. Various sums have been mentioned 
as going into this propaganda machine, sums of 
staggering amounts. Such may be the case, and 
we are inclined to believe the rumors. 

One agency of the Government, we know, is 
engaged in such propaganda, and has been for 
years—The Children’s Bureau. This is the de- 
partment that has been administering the much 
berated EMIC program, the one which the doc- 
tors have had to service, or do their work free 
for the mothers and children of the lower grades 
of servicemen. EMIC was established, we were 
told, for the duration of the war and six months. 
We foresaw that this termination would be long 
extended. Senator Pepper wants to make it eter- 
nal, and to cover all mothers and children. So 
does the Children’s Bureau, formerly of the De- 
partment of Labor, but now of the Social Security 
Administration,, Federal Security Agency. 

We have just received a news release, for edi- 
tors generally, containing over seven thousand 
words, painting in glowing terms, the needs and 
services for women and children. Dramatic de- 
scriptions include the story of the returned army 
air officer who secured a plane, flew his pregnant 
wife to a hospital, and alighted in a creek bed, 
so she could have good care, also the unmarried, 
pregnant negro girl of sixteen who had to be ad- 
mitted to an “insane asylum,” as there was no 
other place for her. 

All this is to advertise the Children’s Bureau, 
and make a spectacular appeal. The article points 
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out that foresight eleven years ago in placing a 
small. appropriation in the Social Security Act 
was an act of “tremendous import.” 


The January, 1947, issue of Elks Magazine has 
an article by Senator Robert F. Wagner advocat- 
ing compulsory health insurance. His article is 
full of insidious arguments tending to mislead, 
and trying to bolster the Wagner-Murray-Dingell 
philosophy. Wagner has in no way lessened his 
attempts to put across a scheme for domestic 
economy far foreign to American ideals and stand- 
ards. To place the profession in an unfavorable 
light he has gone back to 1937, and has quoted 
the old Bureau of Economics of the American 
Medical Association, when they did not know the 
score, but the rest of us were groping for the 
light with some degree of success. Do you re- 
member: 


“Without some form of compulsion, voluntary in- 
surance fails of its objective of distributing the cost of 
sickness among large classes of the population with even 
approximate fairness. The young and healthy will not 
join, and the aged and sick, if accepted, will raise the 
cost to a prohibitive point and, if rejected, remove 
protection from those most in need. Sickness insurance 
cannot distribute the burden of sickness among the low 
income classes unless it is compulsory.” 


That idea was abandoned many years ago, but 
the grime still sticks, and the argument is being 
used to prove the medical profession “not in har- 
mony with progressive modern trends.” 


Wagner also says: 


“The American people do not want the kind of 
medical care plan proposed in Senator Taft’s bill, 
§.2143. His plan makes provision only for those who 
can meet some kind of an income test. . . . A govern- 
ment “handout” for medical care, for millions of per- 
sons of low incomes, with all, its humiliating investigat- 
ing of incomes, would turn us back a half century in 
social progress.” 


That is exactly what Wagner’s bill does, but he 
fails utterly to care for the medically indigent. 

Senator Wagner’s new bill has not been intro- 
duced, but he has announced that it is in prepara- 
tion. Small Wagner-Murray-Dingell bills are be- 
ing considered in some of the states. We had been 
warned that Michigan would be a trial ground, but 
so far nothing has developed. 


Those who would like to socialize medicine, or 
who would further the cause of compulsory health 
insurance, are well backed by our funds in the 
keeping of the government, which are being used 
for propaganda. We must meet this action by 
such publicity as we may. The medical profes- 
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sion is now happily beginning to get some breaks 
in the matter of favorable stories in public print. 
We have spent immense sums for radio and other 
advertising, and we must spend vastly more if we 
are to compete successfully with the unlimited 
funds of the socializing government bureaus. 


RURAL HEALTH SERVICE 


oe MEDICINE, and the placing of doctors for 

care of rural communities, has become a 
major problem. Another annual conference has 
been held in Chicago under the auspices of the 
American Medical Association, and we are fea- 
turing a report of that meeting by one of the 
Councilors of the Michigan State Medical Society. 
He attended, officially representing the State 
Medical Society Committee on Rural Health, and 
has written a very comprehensive report. We have 
available the speeches made at the Conference, 
and meant to abstract them, but that has been 
done by one who heard them. 


We hope our members will read the material 
mentioned. It is full of thought-provoking hints 
Rural health 
is necessary if we are to have urban health, because 
this great state is so constituted that each type of 
citizenry is interdependent. And they cannot 
reasonably be separated. The problem as seen by 
most of those attending this conference is one of 
getting doctors of medicine into areas where the 
population is scattered or less productive of re- 
turns, be they monetary or cultural. 


and should stimulate more study. 


It has been proposed in Michigan in other years 
that communities provide a subsidy for the doc- 
tor who will locate in their midst, but this has 
not succeeded. There is one community that we 
know of now looking for that very relief, and 
without success. Inquiries have been made for the 
benefit of returning veterans, and some have gone 
to the rural areas, but as many more have moved 
into the cities. 


The Committee on Rural Medical Service of 
the Illinois State Medical Association has made a 
suggestion for training more doctors for rural 
practice. It is suggested that the legislature ap- 
propriate $50,000 to be used for scholarships of 
$7,000 each to be made available to students from 
rural areas with the prerequisite education. Stu- 
dents are to be recommended by a Senator or 
Representative and by the superintendent of 
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schools of a rural area, and must sign a contract 
to practice in the rural area at least until tiey 
have repaid the loan. 


There is an advantage in this proposal in that 
it would call upon the legislature to provide a 
revolving fund, it would secure a medical edu- 
cation to some young persons who otherwise might 
not be able to finance it, and it would assure a 
small number of doctors to rural areas for a 
varying number of years. 


One can see merit in the plan, and a contract 
that the young doctor can terminate as soon as 
his ambitions may provide the necessary sacrifice, 
or determination. The rural areas would profit by 
the very latest medical ability and service, and 
the cost to the state would be negligible. 


The plan was proposed in one of the Chicago 
papers in February, with a statement from one of 
the legislators that he would be willing to intro- 
duce the bill. This might be a worthwhile plan 
for Michigan. 


Another feature that will help in this problem 
is the sale of Blue Cross services, hospital and 
medical, to these rural areas. Attempts have been 
made to stimulate these sales in Michigan, and 
four areas were canvassed. They were suspended, 
however, by orders of the State Insurance Com- 
missioner prohibiting sales of hospital service 
policies for several months, due to the financial 
condition of the plan. That has now been rem- 
edied, the financial structure is completely satis- 
factory, and the permission for renewal of sales 
has been granted. We anticipate renewed efforts 
to sell these plans to the farm organizations and 
groups. Some thousands of new policies among 
the rural groups would go far to relieve the 
hardship of farmers and their families. 


Rural health ‘needs are of the first importance, 
and we hope they will get first consideration. Our 
doctors in the smaller cities and rural counties 
have been clamoring for medical service to be sold 
in their areas, so that they and their patients could 
benefit. We hope that demand may soon be met 
(with substantial benefits). The officers of our 
Blue Cross have not been idle. As of December 
31, 1946 there were 360 farm bureau groups 
covered by Michigan Hospital Service, with 18,051 
members, and Michigan Medical Service had 124 
groups with 3,188 members, Michigan Hospital 
Service also has twenty-three Grange groups with 
450 members. 
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Detroit Physiological Society 


Session: of February 5, 1947 





The Lipotropic Factors in the 
Protection of Liver and Kidneys 


C. H. Best, C.B.E., M.D., F.R.S., Department of 
Physiology and the Banting and Best Depart- 
ment of Medical Research, University of 
Toronto. 


It has now been established that adequate 
diets, i.e., of protein, fat and carbohydrate and all 
the known vitamins, with the exception of choline 
or substances which form choline in the body, re- 
sult in the production of profound changes in the 
appearance and in the function of the liver and 
kidneys of experimental animals. The application 
of these findings to human subjects is still obscure 
—first, most human diets, in North America at 
least, have adequate amounts of choline or pre- 
cursors of choline available in them; second, it is 
not possible to place human subjects on a diet 
free of these lipotropic factors because dangerous 
lesions might be produced. 

With hypolipotropic diets deposition of fat in 
the liver in excess of the normal amounts, is seen 
very quickly and this goes on until huge deposits 
are present. If the animal is maintained for 
longer periods on these diets, cirrhotic changes 
may take place in the liver. Choline, or its pre- 
cursors, is a specific in the prevention of these 
cirrhotic lesions (Gyorgy; Sebrell, Blumberg and 
McCallum). 

When cirrhosis is produced by toxic agents, 
choline and the other lipotropic factors are mod- 
erately effective in preventing the development 
of this lesion. A more dramatic demonstration is, 
however, the failure of these fatty and cirrhotic 
abnormalities to disappear unless some source of 
choline, or its precursors, is present in the diet. 

The changes in the kidneys in choline-deficiency 
are of great interest. They were first observed by 
Griffith and Wade and they consist of a fatty 
degeneration of the cells of the proximal con- 
voluted tubules followed by swelling and necrosis 
of these cells with cast formation. These kidney 
changes in young animals can be completely pre- 
vented by the addition of 1 or 2 milligrams of 
choline per day to the diet. 

Historically, the development of the lipotropic 
factors is a direct outgrowth of the discovery of 
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insulin. In Professor Macleod’s laboratory in To- 
ronto and in Fisher’s in Chicago, insulin-treated 
depancreatized dogs were found to develop large 
fatty livers. Minced pancreas in the diet pre- 
vented these lesions. Hershey and Soskin reported 
from my laboratory that crude egg-yolk lecithin 
could be substituted for the pancreas, and Hunts- 
man and I showed that the active component of 
lecithin was choline. We also found the choline- 
like effect of betaine and of protein. Tucker and 
Eckstein of Ann Arbor, Michigan, showed that 
the effect of protein was in large part due to its 
methionine content. Du Vigneaud and his col- 
laborators proved that the transfer of the methyl 
group from methionine to another substance, re- 
sulted in the formation of choline. Stetten and 
his colleagues showed that the substance receiving 
the methyl group was amino ethyl alcohol. A part 
at least of the action of choline in preventing the 
deposition of fat in the liver, or accelerating the 
rate of removal, is due as Chaikoff and his group 
showed, to the increased rate of turnover of the 
liver phospholipids when choline is given. 

The pancreas which was fed during the early 
observations on depancreatized dogs, has now 
been shown to produce its effect through a variety 
of actions. It contains appreciable amounts of 
choline and methionine. Furthermore as Chaikoff, 
Entenman and Montgomery have shown, some 
component of pancreatic juice and presumably 
also of pancreas, prevents fatty livers in the in- 
sulin-treated depancreatized dog, probably by lib- 
erating methionine from the protein in the diet. 
This factor is probably a proteolytic enzyme. 


In some countries there is evidence that the 
human diets are deficient in the lipotropic agents 
and that this may be responsible, in part at least, 
for the high frequency of cirrhotic changes. In 
other countries where the diets are more adequate 
there is unlikely to be a deficiency of choline but 
there may be abnormalities which interfere with 
its absorption or with its effective utlization. It 
should be remembered that the recovery of human 
patients from liver abnormalities, such as fatty 
changes and cirrhosis, is probably due, in part, to 
the lipotropic agents which are contained in ade- 
quate amounts in a normal diet. 
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PROCEEDINGS OF ANNUAL SESSION OF THE COUNCIL 


Detroit, January 30, 31, February 1, 1947 


The 1947 annual session of The Council was 
held at the Book-Cadillac Hotel, Detroit. Most 
of the 18 Councilors and Officers who were present 
arrived in Detroit via rail due to one of the worst 
blizzards experienced by Michigan in many years. 
Councilor A. H. Miller of Gladstone was snow- 
bound on his train for thirty-one hours near Green 
Bay, Wisconsin. 


Annual Reports Presented 


Secretary L. Fernald Foster, M.D., Bay City; 
Treasurer A. S. Brunk, M.D., Detroit; Editor Wil- 
frid Haughey, M.D., Battle Creek, and Trustee 
Wm. A. Hyland, M.D., Grand Rapids, presented 
their annual (published in March 
JMSMS). The three standing committees and 


various special committees of The Council ren- 


reports 


dered their reports. Also received were progress 
reports from the MSMS Committee on Postgrad- 
uate Medical Education, Venereal Disease Con- 
trol, Rheumatic Fever Control, Iodized Salt, In- 
fectious Diarrhea, Legislation, and the House of 
Delegates’ Commission on Health Care. 


Committee Appointments 


President Wm. A. Hyland, M.D., presented the 
following appointments to MSMS Committees, 
which were confirmed by The Council: 


(a) Committee on Nurses Training Schools.— 
C. G. Clippert, M.D., Grayling, Chairman; D. W. 
Thorup, M.D., Benton Harbor; W. D. Barrett, 
M.D., Detroit; W. Joe Smith, M.D., Cadillac; 
R. L. Haas, M.D., Ann Arbor. 


(b) Professional Liaison Committee —W. D. 
Mayer, M.D., Detroit, Chairman; H. B. Zemmer, 
M.D., Lapeer; C. E. Lemmon, M.D., Detroit. 


(c) Committee on Uniform Fee Schedule for 
Governmental Agencies. (Additions)—R. V. 
Walker, M.D., Detroit; E. C. Baumgarten, M.D., 
Detroit; E. C. Texter, M.D., Detroit; Arch Walls, 
M.D., Detroit; W. E. Johnston, M.D., Detroit. 

(d) Annual Session General Chairman—B. R. 
Corbus, M.D., Grand Rapids; Housing Commit- 
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tee Chairman—J. W. Logie, M.D., Grand Rapids; 
Scientific Exhibit Chairman—C. D. Benson, M_D., 
Detroit. 


Council Chairman E. F. Sladek, M.D., present- 
ed the following appointments to Special Com- 
mittees of The Council, which were confirmed: 


(a) Study Committee on Federal Hospital Con- 
struction Act Implementation—R. V. Walker, 
M.D., Detroit, Chairman; C. W. Colwell, M.D., 
Flint; L. A. Drolett, M.D., Lansing; L. Fernald 
Foster, M.D., Bay City; T. K. Gruber, M_D., 
Eloise; S. L. Loupee, M.D., Dowagiac; and R. H. 
Pino, M.D., Detroit. 


(b) Advisory Committee to the Bureau of Ma- 
ternal and Child Welfare, Michigan Department 
of Health—Frank Van Schoick, M.D., Jackson, 
Chairman; R. M. Kempton, M.D., Saginaw; 
Campbell Harvey, M.D., Pontiac; A. E. Cather- 
wood, M.D., Dertoit; Harold Henderson, M.D., 
Detroit; W. G. Hoebeke, M.D., Kalamazoo; 
P. W. Willits, M.D., Grand Rapids; S. L. Loupee, 
M.D., Dowagiac; Willard Klunzinger, M.D., Lan- 
sing; and Wilfrid Haughey, M.D., Battle Creek. 


Annual Audit—Budgets 


The Ernst and Ernst reports of the MSMS audit 
for the year 1946 were presented, thoroughly 
studied and approved. 

The detailed MSMS budgets for 1947 were 
developed and approved. 


Michigan Medical Service 


MSMS President R. L. Novy, M.D., presented 
a progress report on operations of Michigan 
Medical Service stating that its financial condi- 
tion is most satisfactory and the Board of Direc- 
tors is looking forward to writing much new busi- 
ness in 1947. The program of hometown medical 
care of veterans, in which Michigan Medical Serv- 
ice is co-operating with the Veterans Administra- 
tion, is working smoothly; more than 54,000 cases 
were handled through MMS from March |, 

(Continued on Page 486) 
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I’m sort of counting on your long friendship with the Quaker Oats family to 
help me get started. I represent BABY QUAKER Instant STRAINED OAT- 
MEAL, which has all the body-building, whole-grain benefits of genuine 
Quaker Oats (Quaker Oats and Mother’s Oats are the same), fortified with 
extra vitamins and minerals, and espe- 
cially processed for the delicate diges- 


tive systems of little babies. It’s precooked, Feotein YIC4, a 
too, so all mother has to do is add warm Fiber yaaa St. 
milk or formula. Full technical informa- a aes Miae teeta igre 
: , Caj.,ies Og tn hg 
tion available upon request. Pros™. 1 6ahg 
tron “rus digs as = ‘ j9¢ 
. - Ribogine. | Fe ng ge Por oF % 
AS We're telling mothers to ask a a eetaas Big: log 
fray ~you about the Quaker Oats benefits cert tage ian a mg, 
sed = Stag, Sec, 9. 
of this new baby cereal. =i Sea nt 
41 pe 


*Quaker Oats and Mother’s Oats are the Same. 





BABY QUAKER sreainco OATMEAL 
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POLIO CHECKED 


The poliomyelitis epidemic which started in Michigan 
last July and continued through February, peaking in 
late August, is considered over, with no new cases having 
been reported to the Michigan Department of Health 
in a seven-day period ending March 5. 

It was the longest polio epidemic in the history of 
the state. It was the third largest epidemic of the dis- 
ease since 1930 and it took second high number of 
lives 

The epidemic which caused the death of 89 persons 
and partial paralysis of at least 614 others included 
1,082 reported cases in 1946 and 24 reported cases this 
year. 

The 1946 case fatality rate was 8.22 in comparison 
with a state and national average of five. 


MICHIGAN STUDY CITED 


The goiter surveys conducted by the Michigan State 
Medical Society and the Michigan Department of Health 
in 1924 and 1935, before and after the introduction of 
iodized salt, are cited in an editorial of the February 
22 issue of the Journal of the American Medical Asso- 
ciation as substantiation for the need for national stan- 
dardization of table salt to contain a preventive amount 


of iodine. 
STUDY SCHOOL VISUAL CONDITIONS 


To promote better visual conditions for children in 
Michigan schools, a series of institutes for school ad- 
ministrators, public health personnel, architects and 
engineers will be held throughout the state in April. 
These institutes will be under the joint sponsorship of 
the Michigan Department of Health and the State 
Department of Public Instruction. 

Charles Gibson, school planning representative of the 
California Department of Education, will conduct 
eighteen meetings. He will discuss recent research to show 
that proper distribution and control of natural and 
artificial light, together with reduction of contrasts be- 
tween areas of high and low brightness can prevent eye 
difficulties among children and result in better learn- 
ing rates. 


DRUG AGAINST TUBERCULOSIS 


The Michigan Department of Health will try to make 
streptomycin available to those tuberculosis patients in 
Michigan who can be successfully treated with it. The 
Commissioner of Health recently discussed this matter 
with a group of physicians experienced in the treat- 
ment of tuberculosis. 

It is recognized that streptomycin is effective only 
in certain forms of tuberculosis including: military tuber- 
culosis, meningitis, genito-urinary, extra pulmonary with 
sinus tracts, bronchial lesions, infection of second lung 
aftet thoracoplasty, and empyemas with evidence of 
tuberculosis. 
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Michigan’s Department of Health 


Wo. De Kterne, M.D., Commissioner, Lansing, Michigan 


KELLOGG EARMARKS TRAINING FUND 


Of the $162,083.80 which the W. K. Kellogg Foun. 
dation recently transferred to the Michigan Depart. 
ment of Health for continuation of the Foundation; 
participation in its seven-county health project, $72,000 
was earmarked for the field training of public health 
personnel in the area. 














The remaining $90,083.80 is to assist in financing the 
basic programs of Allegan, Barry, Branch, Calhoun, 
Eaton, Hillsdale, and VanBuren county health depart. 
ments. 







The Foundation also granted $4,740 to the Depart. 
ment to assist in defraying expenses of a public health 
nursing consultant for the nurses’ training program in 
the state. 










MICHIGAN LEADS 








Michigan is a leader among states in the manufac- 
ture and distribution of biologic products for the con- 
trol of disease. In one year more than two and a half 
million doses of these products are prepared and sent 
out by the Michigan Department of Health. They in- 
clude serums and vaccines for the prevention of diph- 
theria, smallpox, whooping cough, typhoid and tetanus. 





































INCIDENCE OF COMMUNICABLE DISEASE 































Disease February February 7-year 
1947 1946 median 
Ae er AO 21 70 16 
ee eee eevee Ue 939 1202 637 
Lobar Pneumonia ..................... 90 82 257 
a eee ee Serene. 493 7851 984 
Meningococcic meningitis ...... 14 20 20 
aR Sea 880 469 539 
SII si:sccsctssvlssedinieadeotiors 9 1 2 
ee a re 620 605 1004 
CREEPS Ree eee eer 1428 1384 834 
IONE, arcs cccvccscecoxiscccscce 495 400 406 
TE NE cacvehicscsticisnenencns 3 1 5 
Undulant fever ..........000s<cs0s.<... 18 5 7 
IIE eh eiisatkisiid ictinteacaseeisihaoliiats 0 0 2 













A Specialized Laboratory 
Service 


BASAL METABOLISMS BY APPOINTMENT ONLY 
Electrocardiograms, 1 to 4:30 P. M. and by 
Appointment 
Home Tests by Request 
Wilson & Goldberger Leads by Request 


THE BASAL METABOLISM AND 
CARDIOGRAM LABORATORY 


512 KALES BLDG. 
CADILLAC 4228 










DETROIT 26 
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When the diet of 50 generations of rats was improved, 
it was found that they gained a longer average life span 
and longer “prime of life”! with “increased growth and 
efficiency, decreased death rate and increased vitality at 


all ages.” Without waiting 50 generations, “the size and 


92 


health of our young adolescents”? and increased longevity* 


amply confirm the fact “that the science of nutrition has 


made vast strides.”? For the present generations and 
1. National Research Council Bull. 
No. 109 (Nov.) 1943, p. 35. those to come, Upjohn provides, and will continue to pro- 
2. Southern M. J. 3:172 (Feb.) 1946. 
3. Statistical Bull. Metropolitan vide, the finest in vitamins, in forms and dosages to fill 
Li $ : 946 
aia iad bie the needs of medical and surgical practice. 


Upjohn FINE PHARMACEUTICALS SINCE 1886 


KALAMAZOO 99, MICHIGAN 


UPJOHN VITAMINS 
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SLACKS 


Here are slacks that fit as comfort- 
ably as a worn shoe . . . yet are 
undeniably smart and distinctive. 
That, we feel, is what you want 
in sports apparel. Selections are 
quite complete . . . from sturdy 
knockabout slacks to luxurious 


pure wool gabardines and flan- 


nels. 6.50 to 25.00. 


WHALING’S 


* 617 WOODWARD 


DETROIT 26 @ MICHIGAN 
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MEDICAL OFFICERS NEEDED 
IN RESERVE CORPS 


To the Editor: 


An acute shortage of Medical Department Officers 
in all categories, Medical, Dental, Veterinary, Sanitary, 
and others, exists in the Organized Reserve of the 
Armed Forces. In Michigan only 60 per cent of the 
number of Army Medical Officers are available to man 
presently authorized Army units, and it is not antici- 
pated that all the available officers will accept appoint- 
ments. 


The Armed Forces of the U. S. consists of the Regular 
Army, Navy and Marine Corps, National Guard and 
Reserve Corps. While the Reserve Corps is the third 
echelon for National Defense it is an extremely important 
and necessary one. The U. S. has been divided into 
Army areas. Michigan is one of the twelve states in the 
5th Army area with headquarters at Chicago. The head- 
quarters for the Michigan area is in Detroit, at 472 
Federal Bldg., Detroit (26) the Officer in Charge being 
Col. John W. Cotton, Inf. He has been directed to 
organize certain Army Reserve units in the Michigan 
area. If all Army Medical Corps Officers who elected 
to join the Reserve Corps of the Army at time of separa- 
tion were to accept appointment in these units, only 
60 per cent of what is needed would be available. This, 
it seems, is a challenge to the Medical Veterans of 
Michigan. Doctors must make an effort now to inform 
themselves of the needs of National Defense and take 
an active part in forming a medical policy for the 
future. This will not only aid the National Defense but 
the medical profession as a whole. 


The army units to be formed in the organized Re- 
serve will be classified as A, B and C units. The A unit 
being the most active and C unit the least active. As- 
signment to a C unit will require attendance at regular 
meetings but should not inconvenience the officer se- 
riously. Several medical units are planned for Michigan. 
These units should be attractive for the doctor who 
wishes to maintain his Reserve status. Although an of- 
ficer may be in the Reserve Corps and not assigned to a 
training unit and maintain his Reserve commission by a 
minimum of correspondence work; to be considered 
eligible for promotion he should not only complete the 
required correspondence subcourse work, but must have 
an efficiency rating in keeping with the high standards 
necessary and which can be attained through assignment 
to a unit. 


Medical officers who on separation from the Army 
did not elect to join the Reserve Corps are urged to 
reconsider their decisions and to apply for a Reserve 
Commission. This can be done by applying to the 
Headquarters of the Michigan area at the address al- 
ready referred to. All medical veterans should be active 


(Continued on Page 472) 
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WHEN CHRONIC ILLNESS INCREASES 





THE NUTRITIONAL NEEDS 


Chronic disease, whether febrile or neoplastic, 
imposes many additional metabolic demands 
upon the organism. Paradoxically, appetite is 
apt to wane at this time, making satisfaction of 
these requirements difficult. In consequence, 
weakness becomes excessive and the ability to 
resist secondary infection is impaired. 
Because it contains all of the nutrients 
known to be essential, the dietary supplement 


made by mixing Ovaltine with milk can play 


an important role in augmenting the intake of 
the very nutrients needed. This nutritious food 
drink provides biologically adequate protein, 
readily utilized carbohydrate, highly emulsi- 
fied fat, B complex and other vitamins in- 
cluding ascorbic acid, and the essential min- 
erals iron, calcium, phosphorus. Its delicious 
taste assures patient cooperation, since it is 
taken with relish, even when most other foods 


are refused. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 





Say you saw it in the Journal of the Michigan State Medical Society 


Three servings daily of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz. of whole milk,* provide: 


SEIU 0.555.013 serayoserao.et 10 32.1 Gm Ul) ere 1.16 mg 
Ee ee 31.5 Gm RIBOFLAVIN, ....000 .c00ccees 2.00 mg 
CARBOHYDRATE. ........... 64.8 Gm eine et ee 6.8 mg. 
eee 1.12 Gm bo en ee ere 30.0 mg. 
PHOSPHORUS. ..26..5..5..-. 0.94 Gm hie acai Oe ee 417 1.U 
ER eee 12.0 mg Re ee creae 0.50 mg 
*Based on average reported values for milk. 
cn AS IS TT a 
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COMMUNICATION 








INVESTIGATE 





DIRECT WRITING CARDIOGRAPH 








Instantaneous direct recording Cardiograph. 
making accurate standard records on permanent 
graph paper, eliminating all photographic proc- 
esses. Operates on 110 Volt A.C. or D.C. without 
batteries. Light, compact and portable. 


MAIL COUPON TO 


1214 MACCABEES BLDG. 
DETROIT 2, MICH. 


MICHIGAN DISTRIBUTOR FOR 


Jones Metabolism + 
Equipment 


Electro-Physical 
Laboratories 


Without obligation send me the following: 


I I kiss hb are hea naond-ocboas 0 

Jones Metabolism Booklet.................. 0 
Send Details on Demonstration Offer 
TO OCT POE PET TT O 
On the Jones Metabolism Unit................. oO 
ern Fa ene ee hee le, ee 
Address 


cee ee ee eee eee eee ee eeeeeeeseeesreseseee 
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enough in the Reserve (or National Guard if they choose) 
to merit promotion and to keep themselves informed re- 
garding the problems of our National Defense. We must 
not relax with the thought that the recent emergency 
will be the last. Other emergencies may occur. Such 
is our National History and when an emergency does 
occur, doctors can have only themselves to blame if 
their grade, pay and conditions of service are not to 
their liking. 

All Reserve Medical Officers of the Army, Navy, Ma- 
rine and Coast Guards should join the Reserve Officers 
Assn. This large body of Reserve Officers has been 
fighting the problems of the Reserve Corps for many 
years. The Reserve officer is on the threshold of ob- 
taining much needed legislation to improve his status, 
the most important perhaps being a retirement plan for 
the Reserves. The Reserve Officers Association can speak 
with maximum force and authority only if a majority of 
Reserve Officers are members. All Reserve Offficers 
therefore are urged to join their nearest chapter. If you 
do not know your nearest chapter, contact the Surgeon 
(see below for address) or write to Lt. Col. Roy Eklund, 
Cavalry Reserve, President Michigan R.O.A., 25th floor 
Penobscot Bldg., Detroit, Michigan. This organization 
exists to further National Defense and to improve the 
status of the Reserve Officer. 


In summary, the following recommendations are made: 


1. All medical corps veterans are urged to join the 
Reserve Corps if they are not now members. 


2. Those doctors who were not in the Service but 
who wish to join the Reserve Corps and who feel they 
may be eligible should write to the Headquarters of the 
Michigan Military District (see above for address) 


3. All Reserve Medical Officers are urged to join the 
Reserve Officers Association in order that their past and 
future problems can be ironed out for their benefit and 
the furtherance of National Defense. 


4. Veteran Medical Officers may join the Reserve 
Officers Association as ‘“‘Associate’” members even though 
they are not Reserve Officers. If you do not wish to be a 
Reserve Officer, it is recommended that you give sup- 
port to the Reserve Officers Association that is trying 
to fight your problems for you. 


R. D. MUDD, M.D. 
Surgeon, Michigan Department 
Reserve Officers Association. 
1001 Hoyt Street, 
Saginaw, Michigan. 





Little Joe Genius says— 


I see where Senator Wagner says 40 per cent of the 
counties in the United States do not have a full-time 
health officer. Maybe the voters in those counties don’t 
want one. 





Little Joe Genius says— 

I see where Senator Pepper reported a committee 
report that was not reported by the committee. That 1s 
one way for a chairman to have his own way. 
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THE HAVEN SANITARIUM, INC. 





1850 PONTIAC ROAD 


Telephone 944] 


A private hospital 25 miles north of Detroit for 
the diagnosis and treatment of mental illness. 


LEO H. BARTEMEIER, M.D., CHAIRMAN OF THE BOARD 
GRAHAM SHINNICK, MANAGER 


ROCHESTER, MICHIGAN 
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What’s What 





Renew your Federal narcotic license on or before 
July 1, 1947. Send check to Bureau of Narcotics, Fed- 
eral Bldg., Detroit. 

* * * 

L. A. Drolett, M.D., Lansing, addressed the East 
Lansing Women’s Club on March 10 on “Cancer Con- 
tro] Work in Michigan.” 


* * * 
L. Fernald Foster, M.D., MSMS Secretary, addressed 
the Rotary Club of Pigeon, Michigan on February 24. 


His subject was “Health for the American People.” 
* * * 


Taft-Ball-Smith-Donnell Bill (8.545) will allocate to 
the State of Michigan for implementing its national aid 
to a state plan for care of the needy $6,977,000.00. 


* aa * 

State Medical Society of Wisconsin is sponsoring legis- 
lation to aid ix. the distribution of physicians in sparsely 
settled areas of the state by giving the Wisconsin Board 
of Health power to appoint special medical officers on a 
part-time basis; also a bill to permit the construction of 
homes for rheumatic fever cases. 

* + * 


The American College of Chest Physicians will hold 
its 13th annual meeting at the Ambassador Hotel, Atlan- 
tic City, N. J., June 5 to 8, 1947. For program as well 


PIPPPPIPIPLGGILLIGIGL EDO, 


as information on written and oral examinations fo; 
Fellowship, write John R. Phillips, M.D., 500 N. Dear. 
born Street, Chicago 10, Illinois. 

* * * 

Prize Contest—The American Association of Ob. 
stetricians, Gynecologists and Abdominal Surgeons ap. 
nounces a foundation prize contest. For further infor. 
mation write to Dr. James R. Bloss, Secretary, 418 
Eleventh St., Huntington, West Virginia. 

* * * 

According to Washington correspondence, Britain's 
present plight of having too little manufacturing to take 
care of maximum exports will delay other plans of the 
labor government, such as the socialization of other 
parts of the economy (including medical care). 

* * * 

Senator Claud Pepper has introduced another bill— 
this time it’s $.465, to provide medical care and treatment 
and hospitalization for dependent members of the family 
of any veteran of any war of the United States, as 
government supported facilities. The dependents would 
pay for the services at rates to be determined in the 
same manner as now prescribed by the President for 
hospitalization of dependents of Naval and Marine 


(Continued on Page 476) 
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| 

| Into this brilliantly new in- 
| strument, which accomplishes 
| TRUE recording of the heart 
current, have gone many ad- 
| vancements and conveniences 
| . » « such as, a lead selector, 
making it possible to take rou- 
tinely the seven standard limb 
| and precordial leads. 

| Distinctive and dignified in 
| appearance ... the Model “E” 
| 

| 

| 

| 

| 


achieves a new conception in 
compactness and portability. 


4444 WOODWARD AVE. 





---the new BECK-LEE MODEL 


Electrocardiograph 





This new instrument further distinguished by its moderate cost makes it the 
pre-eminent electrocardiograph of choice. Call or write us for a demonstration. 


Jhe 5. A. Ingram (o. 


DETROIT 1. MICH. 
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atG US Pal OFF 


334 gr. tablets. Boxes of 25, 100, 500 and 1000; 
powder 25 Gm. 





Fluidity of the bile is the factor which cally pure dehydrocholic acid) stimu- 
determines success in removal of _ lates the liver cells to produce a thin, 
thickened and purulent material from _ easily flowing bile, which flushes the 
the bile passages. Decholin (chemi- ducts, and promotes drainage. 


&) AMES COMPANY, Ine. 


Successors to Riedel - de Haen, Inc. 


ELKHART, INDIANA 





Strict Attention to Each Prescription 


ARTIFICIAL LIMBS 


A complete selection and choice of latest refinements 


ORTHOPEDIC BRACES 


Constructed in our modern shop by skilled mechanics 
with many years experience 


SURGICAL GARMENTS 


Fitted by experienced persons from stock or 
custom made if necessary 


D. R. COON CO. 


4200 WOODWARD AVE. 


CORNER OF WILLIS 
TEMPLE 1-5103 DETROIT 1 





Successor to Otto K. Becker Company 
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WHAT’S WHAT 





Detroit 
Medical Hospital 





7850 East Jefferson Avenue 


A private hospital devoted to the diag- 
nosis and treatment of mental and nervous 
illness, alcoholics and drug addicts. All ac- 
cepted psychiatric and mental therapies. 


Beautiful grounds facing the Detroit River 


Registered by the 
American Medical Association 


Licensed by the 
Michigan State Hospital Commission 


DETROIT MEDICAL HOSPITAL 
FITZROY 7100 

7850 E. JEFFERSON AVE. 

DETROIT 14 MICHIGAN 
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Corps personnel at any Navy hospital. The bill broad. 
ens the law somewhat in that services may be contracted 
for where a government facility does not exist. 

* * * 

H. H. Cummings, M.D., Ann Arbor was appointed to 
the Tuberculosis Sanatorium Commission by Governor 
Sigler on February 22. Dr. Cummings succeeds the 
late James D. Bruce, M.D., for the term ending October 
9, 1947. Dr. Cummings is Past-President of the Michi- 
gan State Medical Society and present Chairman of the 
MSMS Committee on Postgraduate Medical Education, 

* * * 

The American Association of Industrial Physicians and 
Surgeons will hold its 32nd Annual Convention in Buf. 
falo, New York the week of April 27-May 3, 1947, 
Headquarters will be at the Statler Hotel. For program 
and detailed information, write E. C. Holmblad, M_D., 
Managing Director, 28 E. Jackson Blvd., Chicago 4, 


Illinois. 
* # * 


MSMS is remitting the dues of all members still in 
military service, as well as those who were separated 
from service during the last half of 1946 or any time 
during the year 1947—no MSMS dues or assessments 
for 1947 will apply to these medical officers—provided 
their names are certified to the State Society, 2020 Olds 
Tower, Lansing 8, Michigan by the county society sec- 


retary. 
* * 


The British Medical Journal of February 22, 1947, 
consisted of one sheet of very gray paper, mimeographed 
on both sides. The leading editorial is entitled “By 
Candlelight” and states: “This, the smallest BMJ since 
1840, has been ‘printed’ on hand operated duplicators 
in BMA House, by permission of the Ministry of Fuel 
and Power and the COI. Our ‘printer’ is the secretary 
of the BMA.” 


* * * 


Veterans Administration reports a total of 119,845 
veterans receiving treatment in VA hospitals and homes 
and in non-VA hospitals under contract to VA, as of 
February 9, 1947. This compares with 92,276 veterans 
hospitalized one year ago. 

Women veterans are entitled to the same medical care 
as male veterans. In addition they may receive hospital- 
ization for non-service connected disabilities. 

* * * 


Dr. Milton H. Erickson, Director of Psychiatric Re- 
search and Training at Wayne County General Hospital 
and Infirmary, Eloise, Michigan, and Associate Profes- 
sor of Psychiatry at the Wayne University College of 
Medicine, Detroit, Michigan, delivered a lecture on the 
Psychodynamics of Human Behavior at the University 
of Western Ontario, London, Ontario, Canada, on the 
evening of March 12. 


* * * 


E. F. Sladek, M.D., of Traverse City, Chairman of The 
Council of the Michigan State Medical Society, was 
honored by being elected as Secretary of the National 


(Continued on Page 478) 
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North Shore 


it Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 211 


























FERGUSON-DROSTE-FERGUSON 
RECTAL CLINIC AND HOSPITAL 


Ward S. Ferguson, M.D. James C. Droste, A.B., M.D. Lynn A. Ferguson, B.S., M.D. 


° 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


ANUS, RECTUM, SIGMUID AND COLON 


o 


Sheldon Avenue at Oakes 
GRAND RAPIDS 2, MICHIGAN 
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Conference on Medical Service at its February 9 meet- 
ing in Chicago. 

The Secretary automatically becomes President of the 
Conference after one year. Dr. Sladek, therefore, will 
preside at the 21st meeting of the National Conference 
on Medical Service, Palmier House Chicago, on Sun- 
day, February 8, 1948. 

* * * 

The Academy of General Practice of Wayne County 
was formally inaugurated at the David Whitney House, 
headquarters of the Wayne County Medical Society, on 
February 13. Approximately 100 general practitioners 
attended the inaugural dinner and meeting and adopted 
a Constitution and By-Laws for the new organization. 

Arch Walls, M.D., was chosen President of the Acad- 
emy, E. C. Long, M.D., Vice President, E. C. Texter, 
M.D., Secretary, and Harold F. Reynor, M.D., Treas- 


urer. 
* * * 


A Little History— 

1. Medical registration was first required in Michi- 
gan in the year 1900, after the Michigan Legislature 
passed the Medical Practice Act in 1899. 

2. The Michigan State Medical Society was incor- 
porated in 1902. However, the first Michigan Medical 
Society was organized at Detroit under territorial law 
on August 10, 1819. It had but two breaks in its con- 
tinuous operation, viz: from 1851 to 1853, and 1860 to 


WHAT’S WHAT 


name varied 


1866. Its slightly during these thre 
periods, but it has been, under all conditions, the Mich. 
gan Medical Society. 


* * * 

The Seventh Councilor District held a meeting jy 
Marlette on March 20 under the chairmanship of Coup. 
cilor T. E. DeGurse, M.D., Marine City. 

J. Duane Miller, M.D., Grand Rapids, Councilor of 
the Fifth District spoke on “Medical Matters in Michj. 
gan.” He was followed by L. Fernald Foster, M.D., Bay 
City, Secretary of the Michigan State Medical Society, 
who spoke on “The Federal Hospital Construction Pro. 
gram.” H. W. Brenneman, Lansing, MSMS Public 
Relations Counsel, presented “Modern Medical Public 
Relations.” Fifty-three members of the Seventh Coup. 
cilor District were present. 

* * * 


National Conference of County Medical Society 0}. 
ficers—This first annual conference, sponsored by the 
American Medical Association, will be held in Atlantic 
City on Sunday, June 8, the day prior to the Centen- 
nial of the AMA, in the American Room of the Tray. 
more Hotel. 

A. M. Mitchell, M.D., Terre Haute, Indiana, js 
chairman of the AMA Committee on Arrangements and 
D. Bruce Wiley, M.D., Utica, is chairman of the Michi- 
gan Committee. 

All county society officers are cordially invited to 
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“AN ADDED 


Urine Analysis 
Blood Chemistry 
Hematology 





to the Medical Profession 





Special Tests 
Basal Metabolism 
Serology 
Parasitology 
Mycology 
Phenol Coefficients 
Bacteriology 
Poisons 
Court Testimony 


ining rooms. 
prove our fees. 


SIX HOUR PREGNANCY TEST 


THE SAME dependable service you have always found at Cen- 


tral Laboratories is now available on a six hour pregnancy test— 
the GONESTRONE Test. 


The latest and most reliable of the tests for determining preg- 
nancy, the GONESTRONE is a modification of the Aschheim- 
Zondek and Friedman Tests, and was originated by Drs. Salmon, 
Geist, Frank and Salmon. 
tests made during the past year in our research department, we have 
found the GONESTRONE to be almost 100 per cent accurate. 


In this, as in other clinical tests and chemical analyses made 
in our laboratories, your work will be handled with thor- 
oughness and exactitude. 
will find pleasant, well-equipped exam- 
You will ap- 


In approximately 1,000 comparative 


Your patients 















Clinical and 
Chemical Research 
312 David Whitney Building 

Detroit 26,Michigan ¢« ¢ 
Telephones: Cherry 1030. (Res.) Evergreen 1220 
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CONVALESCENT 

. HOME FOR — : : SSS 
‘ain TUBERCULOSIS i 

MODERN, comfortable sanatorium adequately equipped for all types of medical and ] 


surgical treatment of tuberculosis. Sanatorium easily reached by way of Michigan 
Highwoy Number 53 to Corner of Gates St., Romeo, Michigan. 


For Detailed Information Regarding Rates and Admission Apply 
DR. A. M. WEHENKEL, Medical Director, City Offices, Madison 3312-3 























Lifetime Protection A few of the newer pharmaceuticals 


recommended for which we have in stock for 


MICHIGAN PHYSICIANS immediate delivery . . . 
$10,00000 FURACIN 


LOSS OF LIFE FROM ACCIDENT A new chemotherapeutic compound for treatment 


$20Q00 -. of wounds and surface infections. 
ILLNESS FOR LIFE 
$2QQ00 PE ANTI RH SERUM 
MONTH A diagnotsic agent for the rapid and accurate 
ACCIDENT FOR LIFE determination of RH factor in human blood by 


And witeiny cilhen cutesy, featuwes! the microscopic slide agglutination method. 


Including an additional BLOOD GROUPING SERA 


$7.00 per day hospital (Powdered) 
benefits for 90 days. Anti A Anti B 














Literature available on request 


Whiting and Whating The Rupp & Bowman Company 




















GENERAL INSURANCE 315-319 Superior St. 
CHERRY 9398 , 
520 FORD BLDG. ° DETROIT 26 Toledo, Ohio 
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Cook County 
Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-week intensive course in Surgical 

Technique starting April 14, May 12, June 9, July 21. 

Four-week course in General Surgery starting April 
28, May 26, July 7. 

One-week, Surgery of Colon and Rectum starting 
April 7, May 5, June 2. 

Two-week, Surgical Anatomy and Clinical Surgery 
starting April 14, May 12, June 9. 

Two-week, Surgical Pathology every two weeks. 


GYNECOLOGY—Two-week intensive course starting 
April 14, May 12, June 16. 
One-week course in Vaginal Approach to Pelvic Sur- 
gery starting April 7, May 5, June 9 


OBSTETRICS—Two-week 
April 28, June 2. 


MEDICINE—Two-week intensive course starting April 
7, June 2. 
Two-week Gastroenterology starting April 21, June 16. 
One-month course Electrocardiography and Heart Dis- 
ease starting June 16, September 15. 


DERMATOLOGY AND SYPHILOLOGY—Two-week 
course starting April 14, June 16. 


intensive course’ starting 


General, Intensive and Special Courses in all 
Branches of Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: 

Registrar, 427 S. Honore St., Chicago 12, Il. 
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attend the Conference. Those planning to be presen 

are urged to advise Dr. Wiley, with a notation as t 

what hotel they will use in Atlantic City. A program 

of the Conference will be mailed to all who advise they 

are planning attendance. . 
* * * 


The Streamliners of the Pere Marquette Railroad will 
be much in demand on Tuesday, Wednesday, Thursday, 
and Friday, September 23-24-25-26—on the occasion 
of the MSMS 1947 Annual Session in Grand Rapids, 

The General Assembly periods have been so arranged 
that they will be very convenient to those arriving by 
Streamliner from the southeastern part of the State. 
The Annual Session will run from Tuesday noon to 
Friday noon. 

Thirty-one eminent teachers and clinicians from al] 
parts of the United States and Canada will grace the 
program of the 82nd Annual Session of the Michigan 
State Medical Society. 

* * * 

Associate membership for young physicians whose 
training was interrupted by military service.-—The Coun- 
cil of the Michigan State Medical Society, at its recent 
annual session, adopted the following ruling to cover 
physicians in this classification: 

“Any physician heretofore eligible for Associate Mem- 
bership under Article III, Section 4—(2) of the MSMS 
Constitution, whose training was interrupted by active 
military service may, after five years from the date of re- 
ceiving his first medical degree (M.D. or M.B.), be 
certified by a county society to the MSMS as an active 
member. If so certified such physician will be accorded 
remission of dues for that period of time necessary for 
and continuously spent in completing his intern, resi- 
dent, or teaching fellow training, provided, however, that 
such remission period shall not exceed the actual time 
spent on active military duty.” 

* * 

The Fifth Councilor District meeting is scheduled for 
Grand Rapids at the Morton Hotel on Tuesday, May 13. 
The meeting will be opened by President W. R. Vis, 
M.D., of the Kent County Medical Society. 

Councilor J. Duane Miller, M.D., Grand Rapids, will 
be chairman of the day and will present President Wm. 
A. Hyland, M.D., Grand Rapids, who will discuss “Medi- 
cal Matters in Michigan.” President-Elect P. L. Led- 
widge, M.D., Detroit, will present “Some Legislative 
Problems Facing the Medical Profession of our State.” 
“The Implementation of the Federal Hospital Construc- 
tion Act in Michigan’ will be outlined by Secretary L. 
Fernald Foster, M.D., Bay City. E. R. Witwer, M.D., 
Councilor, Detroit, will speak on “Modern Medical 
Public Relations—and You.” 


* * * 


Securing contacts of infectious cases of venereal dis- 
ease.—The MSMS Venereal Disease Control Committee 
reports that the primary weakness in the V.D. control 
program is the lack of co-operation from practicing 
physicians in securing source and contact information on 
infectious cases of V.D. The failure to report even 
active infectious cases still remains a major problem. 
The Committee wisely points out that it is increasingly 
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WHAT’S WHAT 


JUST THE THING 
when you're 
tired and thirsty! 





STROH'S 


Bohemian Beer 


(= fai 
= << 


THE STROH BREWERY CO., DETROIT 26, MICH. 








THE 


EVANS-SHERRATT 


COMPANY 


KELLY-KOETT 
X-RAY EQUIPMENT 
and supplies 


TEmple 1-2310 


1238 MACCABEES BLDG. 
DETROIT 2, MICH. 
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(Continued from Page 480) 
important for the individual doctor of medicine to a. 
cept his responsibility in this regard to the community 
well as to his patient. Such co-operation will minimig 
the necessity for governmental coercion. The irrespon. 
sibility of a few physicians reflects disastrously upon thell 
entire profession, and, according to the Committee, grog 
infractions of recognized laws and of ethical Principles 
have been reported, especially with respect to the pre. 
marital and prenatal examination laws. The V.D. Cop. 
trol Committee has requested the Michigan Depart. 
ment of Health to report infractions to the officers of 


county medical societies for possible referral to ethics 


committees. 
* * * 


Cancer Talks— 


1. H. J. VandenBerg, M.D., Grand Rapids, spoke to 
the Reed City Rotary Club, the high school in the 
afternoon, and the Parent-Teacher Association on April 
9, on “Cancer Control.” 

2. A. A. Humphrey, M.D., Battle Creek, addressed a 
meeting of the Parent-Teacher Association in Onsted, 
Lenawee County, March 19. His subject was “Modern 
Cancer Control Methods.” 

3. R. L. Haas, M.D., Ann Arbor, spoke to the Ing- 
ham County Medical Auxiliary March 17 on “Michi- 
gan’s Cancer Control Program.” 

4. F. L. Rector, M.D., Ann Arbor, spoke to the Child 
Study Club, Lansing, February 27, to the Junior Col- 
lege, Flint, on March 6, and to the Child Study Club 
of North Ann Arbor on April 7 on “Cancer and How 


to Detect It.” 
* * * 





“Tell Me, Doctor,’ the new transcribed MSMS radio 
presentation currently being broadcast on a six-day week 
schedule, is a five-minute presentation featuring the 
latest in health news of both a scientific and _ socio- 
economic nature. The interlocutor is Franklin Ferguson, 
a top NBC narrator. It is gaining a large listening 
audience rapidly. Sixteen of the larger radio stations 
of the state sold the program to local sponsors within 
the first week of its release; two additional stations are 
arranging times on their schedules. This will mean a 
coverage of the entire state so complete that any person 
in Michigan who can hear a Michigan radio station will 
be able to tune in this program. 

The Medical Society of Virginia, upon hearing of 
“Tell Me, Doctor,” unique in its concept and distribu- 
tion, requested permission to broadcast the series over 
ten Virginia stations. In gladly granting permission, 
the Executive Committee of The Council instructed that 
the program be made available to any other state medi- 
cal society to use in view of the fact that the program 
material is authentic health news with the majority 
of it coming from national sources. 


* * * 


Council and Committee Meetings— 


Committee on Rates and Fee Schedules under MCCC, 


Detroit January 3. 


Sub-Committee on Michigan Postgraduate Clinical Con- 


ference, Ann Arbor, January 3. 
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1S 


Invigorating 


Vernor’s is used in leading hospitals in Michigan. 
Many patients find it refreshing and revitalizing. 
Occasionally it has been used to increase the caloric 
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¢. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
; Saginaw 
Phone, Dial 2-4100—2-4109 
‘The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M. A. 
































DeNIKE SANITARIUM, Inc. 
Established 1893 
ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


GEneva 6333-4 
CAdillac 2670 


626 E. Grand Blvd., Detroit 7 


A. James DeNike, M.D., Medical Superintendent 
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Separate Departments for 
Ladies and Gentlemen 





Weyer Institute of Body Culture 


Massage and Swedish Movements—Medical Gymnastics 


TRinity 2-2243-4 
330 New Center Building, Detroit 2, Michigan 
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Joint Committee on Infectious Diarrhea, Detroit, Jan- 
uary 8. 

Committee on Rheumatic Fever Control, Ann Arbor, 
January 18. 

Committee on Postgraduate Medical Education, Jan- 
uary 18. 

Commission on Health Care, Detroit, January 22. 

Legislative Committee, Lansing, January 22. 

Iodized Salt Committee, Detroit, January 24. 

Committee on Venereal Disease Control, Lansing, Jan- 
uary 26. 

Sub-Committee of Legislative Committee on Afflicted 
Adult Bill, Detroit, January 30. 

Committee on Rheumatic Fever Control, Detroit, Jan- 
uary 30. 

The Council, Detroit, January 31-February 1. 

Members, Michigan Foundation for Medical and Health 
Education, Detroit, February 1. 

Committee on Uniform Fee Schedule for Governmental 
Agencies, Detroit, February 1. 

Board of Trustees, Michigan Foundation for Medical 
and Health Education, Detroit, February 1. 

Public Relations Committee, Detroit, February 1. 

Committee on Medical Economics Courses, Detroit, 
February 2. 

Special Study Committee on Hill-Burton Bill, Detroit, 
February 2. 

Sub-Committee of Legislative Committee on Afflicted 
Adult Bill, Grand Rapids, February 17. 
Executive Committee of The Council, Detroit, 

ruary 19. 


Feb- 





EMPLOYMENT SERVICE 


Specializing in Superior Administrative, 

Technical and Professional Personnel in 

the Medical, Dental, Pharmaceutical and 
Related Professions. 


This service ts confidential. There is no 
charge for registration. 


MEDICAL PLACEMENT 


76 W. ADAMS DETROIT 26 











ee 


Mental Hygiene Committee, Detroit, February 20. 


Committee on Uniform Fee Schedule for Governmental 
Agencies, Detroit, February 26. 


Sub-Committee on Hospital Licensing Bill, Detroit 
March 4. 


Commission on Health Care, Detroit, March 5. 
Committee on Venereal Disease Control, March 5. 
Executive Committee of The Council, Detroit, March 1]. 


Michigan Postgraduate Clinical Conference, Detroit, 
March 12-13-14. 


Committee on Tuberculosis Control, Detroit, March 13, 


Committee on Heart and Degenerative Diseases, Detroit, 
March 13. 


Committee on 
March 13. 


Preventive Medicine Committee, Detroit, March 20. 
Legislative Committee, Lansing, April 10. 


Rheumatic Fever Control, Detroit, 





Paralysis of the Larynx 
(Continued from Page 442) 


are disappointing. A certain number of patients 
prefer to wear a tracheal cannula equipped with a 
valve contrivance so that air is inspirated through 
the cannula but is forced out through the normal 
airway, thus providing a normal voice. 


Recently there have been devised operations to 
improve the airway but with some sacrifice of the 





voice. These are mobilization and lateral fixation 
of an arytenoid (King) or arytenoidectomy and 
lateral fixation of a vocal cord (Kelly). These 
mark distinct advances in our treatment of bilater- 
al paralysis and should be recommended in all pa- 
tients with bilateral paralysis. There is some im- 
pairment of the voice, but patients, previously 
dyspneic, are more concerned about an adequate 
air supply than about a normal voice. 


1530 Locust Street 


ZEMMER pharmaceuticals 


A complete line of laboratory controlled ethical pharmaceuticals 
Chemists to the Medical Profession for 44 years. 





THE ZEMMER COMPANY 





Oakland Station © PITTSBURGH 13, PA. 
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FUNCTIONAL BLEEDING—NOVAK 


—_ (Continued from Page 450) gynecological disorders, is due to aberration of 
most patients over forty the radiotherapeutic in- either the ovulatory or non-ovulatory types of cy- 
duction of what is probably only a slightly pre- cle, the latter proportionately much more often 
mature menopause is wiser. Individual factors will than the former. To the anovulatory group be- 
often crop up to sway the preference in either di- longs the so-called metropathia hemorrhagica of 
rection, but there should be some definite and ra- Schréder, for which a simpler and more expressive 
= tional indication for the selection of hysterectomy designation would seem to be anovulatory func- 
in women during the fifth decade. tional bleeding. The varying mechanism of func- 
Hysterectomy, usually a simple enough opera- tional bleeding has been discussed in the paper, 
tion, is never free of at least a slight hazard even aS has been the varying endometrial histology 
nental F -. the hands of expert surgeons. There is not which may be encountered. 
etroit,} the slightest doubt that far too many hysterecto- The management of functional bleeding at dif- 
mies are being done throughout the country, and ferent age periods has also been considered, since 
| it scarcely needed the recent analytical study made the age of the patient and the importance or un- 
ch 11, | by Miller of the hysterectomies done in a group of jmportance of conserving the menstrual and re- 
etroit, J|_ midwestern clinics to convince one on this point. productive functions are so important in the selec- 
Just as in the field of general surgery, unnecessary tion of the methods of management. The still un- 
and often ill-advised appendectomy is a prevalent satisfactory organotherapy to which resort must 
evil, so in the field of gynecological surgery, un- so commonly be made in the younger group of pa- 
etroit, f necessary hysterectomy and resection or removal of tients has been briefly reviewed, and comment 


0, ——_— es are equally prevalent and equally ade upon the frequent ill-advised resort to hys- 
censurable. 





ch 13, 


etroit, 


terectomy, even in women in the fifth decade of 
life, in which much simpler and safer plans would 
Functional bleeding, one of the most common of _ suffice to effect a cure. 


Summary 





tients 


»rmal , ' ' . —_ 
= the direction of Nelson J. Young as resident manager, with William 


M. Jones, Jr., as associate. Telephone Cadillac 6260 for service or 
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and PROFESSIONAL BATTLE CREEK « SAGINAW 
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PGS BM a COMPLETE BUSINESS SERVICE FOR THE MEDICAL PROFESSION DETROIT 
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vith a announces e * * 
‘ough °* The opening of a Detroit office at 428 Michigan Building, under 











ously 


-_ RACKHAM SHOES 
Foundation for Good Health 


| SPECIFY RACKHAM'S 
for 
BETTER FITTING ORTHOPEDIC SHOES 


Stuart V. Rackham. Company. 


Stuart J. Rackham CORRECT SHOES FOR MEN AND WOMEN Clyde K. Taylor 


President 2040 Park Ave.—Opposite Women’s City Club Detroit 26, Michigan Manager 
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Comfort and Protection 4 


FOR SORE, INJURED OR CASTBOUND FEET 


Mollo-pedic shoes give ailing feet the firm support essential to 
recuperation. Pressure over tender areas is eliminated by ver- 
satile lacing method. Sponge rubber soles provide a soft cush- 
ion, and insure slip-proof traction. 


Mollo-pedic shoes are an indispensable aid to early ambula- 





tion, 
THE DETROIT FIRST-AID CO. 
179 W. Jefferson St. Detroit, Mich. 














PROCEEDINGS ANNUAL SESSION 
OF THE COUNCIL 


. Conti 
In Lansing (Continued from Page 460) 
1946, to December 31, 1946, with $385,000 dis- 


HOTEL OLDS bursed by MMS for medical care of veterans. 


Awards Voted 


Approved were the recommendations of the 
Committee on Awards that Award Number III 

400 ROOMS be voted to the Michigan Society for Crippled 
Children and Disabled Adults and to Dr. Charles 
F. Kettering for outstanding contributions in the 
cause of health, and that Award Number II be 
voted to Mr. Emmet Richards, President, and Mr. 
DIETS e« DIETS - DIETS Percy Angove, Executive Director, of the Michi- 
42 — PREPARED DIETS — 42 gan Society for Crippled Children and Disabled 

Write today for complete list Adults for their outstanding contributions to the 


Spocial g Intho ductor 6 fon cause of health. tii 


INDEXED FOLIO FREE WITH INITIAL ORDER 


Fireproof 























200 ASSORTED DIETS — $6.50 L. Fernald Foster, M.D., Bay City, was re-elect- 
Imprinted with physician’s name and address. Mail ed Secretary, A. S. Brunk, MOD., Detroit, was re- 
oy KB, y 7 Th ng Tee instructions. Allow elected Treasurer, and Wilfrid Haughey, M.D., 


Battle Creek, e-elected Editor for the comin 
AMERICAN DIET SERVICE wena agg teagan 8 
424 Book Building, Detroit 26, Mich. 


year. Mr. Wm. J. Burns was re-appointed Ex- 
ecutive Secretary. 
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UNSCENTED COSMETICS Q. FREE FORMULARY 


oR 
FOR THE ALLERGIC PATIENT 


AR-EX Cosmetics are the only complete line of unscented cosmetics ADDRESS 
regularly stocked by pharmacies. To be certain that your perfume AR-EX city 


sensitive patients do not get scented cosmetics, prescribe AR-EX euein 
Unscented Cosmetics. SEND FOR FREE FORMULARY. 


AR-EX COSMETICS, INC., 1036 W. VAN BUREN ST., 














CHICAGO 7, ILL. 
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